State of Tennessee

Health Services and Development Agency
Andrew Jackson Building, 9" Floor
502 Deaderick Street
Nashville, TN 37243

www.tn.gov/hsda  Phone: 615-741-2364  Fax: 615-741-9884

Date: August5, 2016
To: HSDA Members
From: Melanie M. Hill, Executive Director

Re: CONSENT CALENDAR JUSTIFICATION

Life Bridges, Inc. Cleveland (Bradley County), TN — CN1605-017
The relocation of a six-bed intermediate care facility for individuals with intellectual disabilities

(ICF/1ID). The six beds are not subject to the 160 bed ICF/IID bed pool.

As permitted by Statute and further explained by Agency Rule later in this memo, | have placed this
application on the Consent Calendar based upon my determination that the application appears to meet
the established criteria for granting a Certificate of Need.

Need, Economic Feasibility and Contribution to the Orderly Development of Health Care appear to have
been demonstrated as detailed below. As of July 1, 2016, a fourth criterion was added “health care that
meets appropriate quality standards”. However, the Agency is to develop measures by rule for assessing
quality in consultation with the Department of Health (Board for Licensing Health Care Facilities and
State Health Planning Division) and the Department of Mental Health and Substance Abuse Services.
The Department of Intellectual and Developmental Disabilities will also be included even though it was
not included in the legislation because it is a reviewing agency for CON applications. A preliminary
meeting is being scheduled with staff from the departments. The Agency will discuss rule-making in

more detail after meetings with stake-holders occur.

If Agency Members determine the criteria have been met, a member may move to approve the
application by adopting the criteria set forth in this justification or develop another motion for approval
that addresses each of the criteria required for approval of a Certificate of Need. If you find one or more
of the criteria have not been met, then a motion to deny is in order.




At the time the application entered the review cycle, it was not opposed. If the application is opposed
prior to it being heard, it will be moved to the bottom of the regular August agenda and the applicant
will make a full presentation.

Summary

Life Bridges, Inc. is seeking to relocate a 6-bed ICF/IID home from the Cate House located at 2601 Bower
Lane to the Lockhart House located 3745 Adkisson Drive in Cleveland (Bradley County), Tennessee, a
distance of eight miles. The Lockhart House at 4916 SF, 10 bedrooms, and 4 bathrooms has been used as
a residential habilitation facility. The seven residents currently residing there will be transitioned to a
different residential habilitation setting. Renovations include installing a fire sprinkler system, upgrading
the fire panel to meet existing smoke detectors, electrical upgrades to accommodate the new fire
systems and to the riser room for heat to protect from freezing. Adaptations for handicap accessibility
will also be required. With these upgrades, the six residents will be moving from a 2400 SF, 6-bed (4
bedroom) home with two bathrooms into one with private bedrooms for each resident and four
bathrooms.

Life Bridges, Inc. provides a comprehensive range of habilitation services for adults with intellectual
disabilities. Services include residential services, personal assistance services, day services, supported
employment services, medical services, therapies, social services, respite, and ICF/IID. Please see page 2
of the May 27 Supplemental Response in the HSDA staff report for more detailed information regarding
the types of services provided. Also, please refer to the DIDD report.

These residents are not part of the Greene Valley Developmental Center (GVDC) closure plan
(http://tn.gov/assets/entities/didd/attachments/GVDC Closure Plan FINAL.pdf) and therefore, the
T.C.A. §71-5-105(b) Bed Pool is not applicable.

This is a true relocation of a 6-bed facility from a home that functioned adequately as a Children’s Home
when it opened 21 years ago but as its six residents have grown up into men with special needs
requiring specialized equipment, this site simply no longer works efficiently or effectively.

Executive Director Justification -

| recommend approval of Life Bridges, Inc.,, CN1605-017, for the relocation of a 6-bed ICF/IID from
2601 Bower Lane to the 3745 Adkisson Drive in Cleveland (Bradley County), Tennessee. My
recommendation for approval is based upon my belief the following general criteria for a Certificate
of Need have been met.

Need- Need is met as described on page 2 of the staff summary. Renovation of the existing
Cate House would be cost prohibitive and would provide inadequate space. Lockhart House will provide
a more spacious home where resident behavioral needs will more effectively be met. Lockhart House
will also provide more private and communal space than Cate House and is located in a neighborhood
on the edge of Cleveland State Community College with sidewalks and access to sporting events and
concerts. The relocation will not change the staffing needs for the facility. Staff will have ample space for



med prep as well as other staff activities. There is an existing as well as a future demand for this facility
since it has been 100% occupied for the past six years and is projected to remain at 100% occupancy
following completion of the project.

Economic Feasibility- The project is economically feasible and will be funded through cash
reserves. Actual cost is estimated to be only $117,065 (construction cost and filing fee) with the
remaining $595,000 the value of the building. Audited financial statements were provided that
demonstrated a current ratio of 6.57 to 1.0. The beds will be immediately filled and the cost-based
Medicaid reimbursement is set by the Comptroller’s Office with 100% paid by Medicaid (TennCare).

Health Care that Meets Appropriate Quality Standards-This new criterion was established as a
result of PC 1043 and is effective for all CONs granted after July 1, 2016. It appears that health care is
meeting appropriate quality standards and will do so in the near future since CARF accreditation has
been extended through 1/31/19 based on a 12/2015 survey of 11 programs. Staffing needs are
currently determined by the Interdisciplinary Team (IDT) and are outlined in both CMS guidelines and
the comprehensive care plan developed by the Qualified Intellectual Disability Professionals. Staffing
should continue to meet CMS, CARF, and licensure standards.

Contribution to the Orderly Development of Health Care- The project does contribute to the
orderly development of health care. The applicant is an experienced and knowledgeable provider since
it operates four ICF/IID facilities and is familiar with both state and federal regulations; it has prior
contractual relationships with both TennCare and the Department, and an understanding of both the
intellectual disability population and the intellectual disability system in Tennessee. Lockhart House is
currently a residential habilitation facility funded through the HCBS waiver. Referrals for these homes
have ended so this property must be re-purposed or sold due to changes in the HCBS new settings rule.
This relocation will provide much needed additional space both for residents and staff and it will permit
Cate House then to be repurposed as a four person home in the HCBS waiver program.

Most importantly, this project will provide greater community integration for these residents and it is
recommended for approval by the subject and licensing authority, the Department of Intellectual and
Developmental Disabilities. | believe this application meets the general criteria of Need, Economic
Feasibility, Health Care that Meets Appropriate Quality Standards, and Contribution to the Orderly
Development of Health Care. | recommend approval.

Statutory Citation -TCA 68-11-1608. Review of applications -- Report

(d) The executive director may establish a date of less than sixty (60) days for reports on applications
that are to be considered for a consent or emergency calendar established in accordance with agency
rule. Any such rule shall provide that, in order to qualify for the consent calendar, an application must
not be opposed by any person with legal standing to oppose and the application must appear to meet
the established criteria for the issuance of a certificate of need. If opposition is stated in writing prior to
the application being formally considered by the agency, it shall be taken off the consent calendar and
placed on the next regular agenda, unless waived by the parties.



Rules of the Health Services and Development Agency-- 0720-10-.05 CONSENT CALENDAR

(1) Each monthly meeting’s agenda will be available for both a consent calendar and a regular calendar.

(2) In order to be placed on the consent calendar, the application must not be opposed by anyone
having legal standing to oppose the application, and the executive director must determine that the
application appears to meet the established criteria for granting a certificate of need. Public notice of all
applications intended to be placed on the consent calendar will be given.

(3) As to all applications which are placed on the consent calendar, the reviewing agency shall file its
official report with The Agency within thirty (30) days of the beginning of the applicable review
cycle.

(4) If opposition by anyone having legal standing to oppose the application is stated in writing prior to
the application being formally considered by The Agency, it will be taken off the consent calendar and
placed on the next regular agenda. Any member of The Agency may state opposition to the application
being heard on the consent calendar, and if reasonable grounds for such opposition are given, the
application will be removed from the consent calendar and placed on the next regular agenda.

(a) For purposes of this rule, the “next regular agenda” means the next regular calendar to be
considered at the same monthly meeting.

(5) Any application which remains on the consent calendar will be individually considered and voted
upon by The Agency.



HEALTH SERVICES AND DEVELOPMENT AGENCY MEETING

NAME OF PROJECT:

PROJECT NUMBER:

ADDRESS:

LEGAL OWNER:

OPERATING ENTITY:

CONTACT PERSON:

DATE FILED:

PROJECT COST:

FINANCING:

REASON FOR FILING:

DESCRIPTION:

AUGUST 24, 2016
APPLICATION SUMMARY

Life Bridges, Inc.
CN1605-017

3745 Adkisson Drive
Cleveland, (Bradley County), Tennessee 37311

Life Bridges, Inc.
764 Old Chattanooga Pike
Cleveland, TN (Bradley County), Tennessee 37311

Not applicable

Dianna Jackson, CEO
(423) 421-6436

May 6, 2016

$622,065

Cash Reserves

The relocation of a 6 bed Intermediate Care Facility
for Individuals with Intellectual Disabilities

(ICF/IID). The 6 beds are not subject to the 160 bed
ICE/TID Bed Pool.

Life Bridges Inc. is seeking approval to relocate a 6 licensed bed Intermediate
Care home for Individuals with Intellectual Disabilities (ICF/IID) 8.0 miles from
Life Bridge’s Cate House located at 2601 Bower Lane, Cleveland (Bradley
County), to Life Bridge’s Lockhart House located at 3745 Adkisson Drive
Cleveland (Bradley County). ICF/IIDs are intended to provide individuals with
intellectual disabilities individualized health care and rehabilitation to promote
their functional status and independence. Life Bridges Inc. will continue to
provide nursing care, support services, and therapy services including physical,

occupational, speech, and nutritional therapy services.

Life Bridges will

Life Bridges, Inc.
CN1605-017
August 24, 2016
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transition 6 existing individuals currently residing and receiving ICF/IID services in the
Cate House to the Lockhart House.

SERVICE SPECIFIC CRITERIA AND STANDARD REVIEW

CONSTRUCTION, RENOVATION, EXPANSION, AND REPLACEMENT OF

HEALTH CARE INSTITUTIONS

1. For relocation or replacement of an existing licensed health care

a.

institution:

The applicant should provide plans which include costs for both
renovation and relocation, demonstrating the strengths and weaknesses
of each alternative

Renovation of the existing Cate House would require the upgrade and
expansion of the HVAC system ($7,500.00), the' addition of two bedrooms
($87,032.00), the relocation of the house generator ($2,500.00), the
relocation of two closets ($8,550.00) to access one existing bedroom and
two new bedrooms, and site preparation ( $60,000.00) of back filling 450
cubic yards of fill dirt. The current living room space (360 square feet) is
inadequate for a 6 person home and staff and there are two bedrooms that
must be shared. In addition, clients living in the current home would be
adversely affected by the construction/renovation of the home.

The only option is to relocate and minimally renovate the Lockhart House.
The Lockhart House has large living and dining area to help with behavior
challenges, residents will have a private bedroom and the number of
bathrooms will double, and transitional living issues during renovation
will be avoided by not renovating the Cate House.

It appears that this criterion has been met.

b. The applicant should demonstrate that there is an acceptable existing or

projected future demand for the proposed project.

The bed occupancy for the 6 licensed bed ICF-1ID Cate House has been
100% for the past six years. The applicant projects occupancy to remain at
100% in Year 1 (2017) and Year 2 (2018), respectively, following
completion of the project.

It appears that this criterion has been met.

Life Bridges, Inc.
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STAFF SUMMARY

Note to Agency members: This staff summary is a synopsis of the original
application and supplemental responses submitted by the applicant. Any HSDA
Staff comments will be presented as a “Note to Agency members” in bold italics.

As mentioned earlier, the applicant proposes to relocate a 6 bed Intermediate
Care home for Individuals with Intellectual Disabilities (ICF/IID) 8.0 miles from
Life Bridge’s Cate House (2,400 SF) located at 2601 Bower Lane, Cleveland
(Bradley County) to Life Bridge’s Lockhart House (4,916 SF) located at 3745
Adkisson Drive Cleveland (Bradley County).

The Cate House originally opened as a Children’s Home 21 years ago. The Cate
House has been the home to six residents (five of whom entered as children), but
are now six adult men with behavioral issues. The sixth resident moved into the
home six years ago. The residents desire to continue to live together, however,
they require more space than the current Cate House can provide.

The current Lockhart House is a 10 bed residential habilitation facility (Lockhart
House) that will be converted in to a 6 bed Intermediate Care Facility for
Individuals with Intellectual Disabilities (ICF/IID). The 7 residents currently
residing in the Lockhart House will be transitioned to a different residential
habilitation facility.

Life Bridges Inc.’s ICF beds are designed to provide long term residential
supports to individuals with intellectual and developmental disabilities.
ICF/IIDs provide comprehensive and individualized health care and
rehabilitation services to promote the functional status and independence of
individuals with intellectual disabilities. The age range of the men and women
with developmental disabilities who need ICF/IID services is 18-70.

Life Bridges Inc.s services include residential services, personal assistance
services, day services, supported employment services, medical services,
therapies, social services, respite services, and Intermediate Care Facility Services
(ICF/1ID). Therapy services include physical, speech, occupational, behavioral,
and nutritional therapies. Life Bridge’s also offers a medical clinic at its main
office located at 764 Old Chattanooga Pike, Cleveland (Bradley County), TN that
includes two physicians, a physician’s assistant, a nurse practitioner, and a staff
of nurses.

Life Bridges, Inc.
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The following chart displays the availability of essential services to residents of
the proposed project.

Service Closest Location Driving Distance Driving Time
Nearest Cleveland, TN 0.0 miles located in | 0.0 minutes
Incorporated City Cleveland City
Limits

Hospital Tennova 2.8 miles 6 minutes
EMS/Fire Station Cleveland Fire | 1.7 miles 4 minutes

Guthrie Street
Day Treatment (if | Life Bridges, Inc. 7.1 miles 13 minutes
applicable)

Source: CN1605-017

The target date for completion of the project is January 2017.

Ownership
e Lockhart House is owned by Bradley Cleveland Property management

which is managed and owned by Life Bridges, Inc.
e Life Bridges Inc. operates over 40 homes with different level of services
throughout Bradley County.

Facility Information

e The facility at the site of the proposed project is a 4,916 square foot (SF)
home located on a 1.19 acre lot. The site contains 935 SF of walkways, a
781 SF parking area, and a 384 SF patio.

e The home contains 10 bedrooms ranging from 110 SF to 140 SF. The
transitioned 6 residents will be provided a private bedroom. The
remaining 4 bedrooms will be used as a manager’s bedroom, extra office
space, a sensory/ quiet activity space, and therapy space.

o The home will contain six bathrooms (includes one staff restroom and one
handicapped bath), an office, TV room, dining room, kitchen, laundry
room, storage room, and a stereo room.

Project Need
The applicant provided the following justification for the project:

e The applicant indicates a larger home would greatly enhance resident’s
medical, social/ medical, and behavioral needs.

¢ Six adult men share a relatively small (2,400 SF) four bedroom home at the
Cate House. The proposed Lockhart House will provide each resident
their own private bedroom.

e The proposed Lockhart House would double the number of accessible
resident restrooms from the current two at the Cate House to four at the

Life Bridges, Inc.
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Lockhart House. Behavioral Issues often stem from six residents having
to share two restrooms at the Cate House.

e There is limited space for medications and preparation at the Cate House.
The proposed Lockhart House has ample space for medication storage,
preparation, and administration.

Service Area Demographics

The applicant’s declared service area is Bradley, Hamilton, McMinn, Meigs,
Monroe, and Polk Counties. An overview of the six county service area is
provided as follows:

e The total population of six county service area is estimated at 626,314
residents in calendar year (CY) 2016 increasing by approximately 3.5% to
648,234 residents in CY 2020.

e The overall statewide population is projected to grow by 4.3% from 2016

to 2020.

The 65 and older population is expected to comprise approximately 19.8%
of the six county population in CY2019 compared to 15.2% statewide.

The 65 and older population of six county service area will increase by
approximately 14.3% from CY2016 to CY2020 compared to a statewide
increase of 15.2% during the period.

Based on latest 2016 TennCare enrollee statistics, TennCare enrollees as a
percentage of the six county service area population is 23.2%, compared
with the state-wide average of 21.9%.

Historical Utilization

There are currently two 4-bed ICF/IID and two 6 bed ICF/IID homes in Bradley
County all owned and operated by Life Bridges, Inc. Historical utilization for
these facilities is presented in the following table.

Bradley County ICF/IID Home Utilization-2013-2015

Name Lic. 2013 % 2014 % % 2015
Beds Occupancy Occupancy Occupancy
Cate House 6 . 100% 100% 98.2%
Edgemon House 4 96 % 100% 100.0%
MclIntire House 4 100% 100% 100%
Wright House 6 100% 100% 100%
Total 20 99.0% 100% 99.6%

Source: CN1605-017

Life Bridges, Inc.
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The historical utilization table reflects the following:

e All Bradley County ICF/IID homes have remained essentially at full occupancy
for each of the past three years.

Projected Utilization
The following table shows the projected utilization of the project.

Applicant’s Facility Projected Utilization

Year Licensed Beds % Licensed Occupancy
Year 1 6 100.0%
Year 2 6 100.0%

Source: CN1605-017

* The applicant expects to operate at full occupancy each of the first two years
of operation.

Project Cost
The total project cost is $622,065. Major costs are:

e Construction Costs: $114,065, or 18.3%

e Facility - $505,000 or 81.2% of total cost.

e For other details on Project Cost, see the Project Cost in the original
application.

Funding
A May 25, 2016 letter from Ginger Davis, CFO of Life Bridges, Inc. indicates the

project will be funded through cash reserves. Review of the Life Bridges, Inc.
and related entity audited financial statements for the period ending June 30,
2015 indicates $4,918,490 in cash, total current assets of $6,362,530, total current
liabilities of $748,714 and a current ratio of 6.57 to 1.0

Note to Agency Members: Current ratio is a measure of liquidity and is the ratio
of current assets to current liabilities which measures the ability of an entity to
cover its current liabilities with its existing current assets. A ratio of 1:1 would
be required to have the minimum amount of assets needed to cover current
liabilities.

Historical Data Chart
* According to the Historical Data Chart, Life Bridges’ current 6 licensed
bed Cate House realized a favorable Net Operating Income of $97,560 in
Year 2013, $80,328 in 2014, and $105,582 in 2015.

Life Bridges, Inc.
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Projected Data Chart
The Projected Data Charts reflect the following:

e The applicant projects $1,225,994.00 in total gross revenue on 2,190 patient
days in Year 1 and increasing by 0.57% to $1,232,993 on 2,190 patient days
in Year 2 (approximately $563.00 per day).

e Net Operating income less capital expenditures equals $84,553.00 in 2017
and $77,124.00 in 2018

Charges

In Year 1 of the proposed project (2017), the average gross daily patient charge is
projected to be $559.80. Since there are no deductions from revenue reported,
the net charge is the same.

Medicare/TennCare Payor Mix 5
The applicant expects the proposed project to be funded 100% by
TennCare/Medicaid.

Staffing
A breakout of the staffing in Year 1 includes the following:

¢ 0.5 FTE Resident Manager
0.25 FTE Qualified ID Professional
0.25 FTERN
2.0FTELPN
18.0 FTE Direct Support Workers
0.10 Nutrition Therapist
0.15 Behavior Analyst
0.15 FTE Physical Therapist
0..10 FTE Occupational Therapist
0.15 FTE Speech Therapist
1.0 FTE Housekeeping Maintenance and Grounds
1.0 FTE Other Central Office Support Personnel
e 23.65 FTE TOTAL
Note: Generally speaking, one (1) FTE is equivalent to an individual that works 2,080
regular hours per year.

Licensure/Accreditation
If approved, the proposed facility will be licensed by the Department of
Intellectual and Developmental Disabilities (DIDD). A copy of the 07/13/2015
survey inspection conducted by DIDD for Life Bridges’ Cate House (Bradley
County) is included in the application attachments.

Life Bridges, Inc.
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Corporate documentation and site control documents are on file at the Agency office and
will be available at the Agency meeting.

Should the Agency vote to approve this project, the CON would expire in two
years.

CERTIFICATE OF NEED INFORMATION FOR THE APPLICANT

There are no other Letters of Intent, denied or pending applications, or
outstanding Certificates of Need for this applicant.

CERTIFICATE OF NEED INFORMATION FOR OTHER SERVICE AREA
FACILITIES:

There are no other Letters of Intent, denied or pending applications for other

health care organizations in the service area proposing this type of service.
/

Outstanding Certificates of Need

Open Arms Care Corporation dba Hamilton County #2 Gamble Road
(Southwest), CN1511-051A, has an outstanding Certificate of Need that will
expire on April 1, 2018. The project was approved at the February 24, 2016
Agency meeting for the establishment of a 4 person ICF/IID home on the
southwest quadrant of a 15.5 acre lot on 7817 Gamble Road, Georgetown
(Hamilton County), TN 37336. The estimated project cost is $1,370,000. Project
Status: Project was recently approved.

Open Arms Care Corporation dba Hamilton County #1 Gamble Road
(Southeast), CN1511-053A, has an outstanding Certificate of Need that will
expire on April 1, 2018. The project was approved at the February 24, 2016
Agency meeting for the establishment of a 4 person ICF/IID home on the
southeast quadrant of a 15.5 acre lot on 7817 Gamble Road, Georgetown
(Hamilton County), TN 37336. The estimated project cost is $1,370,000. Project
Status: Project was recently approved.

PLEASE REFER TO THE REPORT BY THE DEPARTMENT OF INTELLECTUAL
AND DEVELOPMENTAL DIABILITIES FOR A DETAILED ANALYSIS OF THE
STATUTORY CRITERIA OF NEED, ECONOMIC FEASIBILITY, HEALTH CARE
THAT MEETS APROPRIATE QUALITY STANDARDS, AND CONTRIBUTION TO
THE ORDERLY DEVELOPMENT OF HEALTH CARE IN THE AREA FOR THIS
PROJECT. THAT REPORT IS ATTACHED TO THIS SUMMARY IMMEDIATELY
FOLLOWING THE COLOR DIVIDER PAGE. PME 07/05/2016

Life Bridges, Inc.
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LETTER OF INTENT
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State of Tennessee

Health Services and Development Agency
Andrew Jackson Building, 9" Floor

502 Deaderick Street

Nashville, TN 37243
www.tn.gov/hsda  Phone: 615-741-2364 Fax: 615-741-8884

LETTER OF INTENT
The Publication of Intent is to be published in the Cleveland Daily Banner which is a newspaper
(Name of Newspaper)
of general circulation in ___Bradley - _____, Tennessee, on or before May 1 ,20_16
T (County) (Month / day) (‘fear)

for one day

This is to provide ofﬁc!al notice to the Health Services and Development Agency and all 1nterested parties, in
accordance with T.C.A. § 68-11-1601 et seq., aind the Rules of the Health Services and Development Agency,

that
a Biidges lne . T ICEAID
(Name of Applicant, ' T e ~(Facllity Type-Existing)
owned by: __Life Bridges. In¢. - _with an ownership type of_Private Non-Profit
and to be managed by: Life Bridges, Inc. ifitérids to file an-application for a Certificate of Need

for (PROJECT DESCRIPTION:BEGINS HERE]: e e i

(Title)

‘anope@lifebrids dgesonlirie.com
ITIBll Addmas
vt 'I c"te- nd rece ed betwaen the first: :”,_‘Lgmgday ofthe mionth. If the
State Holiday, filing must occur an the preceding business day. File

Health Servicés and Development Agency
Andrew Jackson Bullding, 9" Floor
502 Deaderlck Straet

i S e el o Wi Rl ol e ol W sl ol VTl W "Rl o R el W "Rl ol S Pa =t ol B E T T

\ed Letter of Itent: musl cqmtain ffie following statentent pursuant to. T.G.A. § 68-11-1 607(c)(1). (A) Any health

Wi - Certifi _ Needuappﬂcation--must- le a notice’ with the Health Services and
: et Iy lsd Health Services and Development
'-_-.-(B) Any other person wmhing to oppose the
avelcpmant Agency at or prior to the consideration of

Ligea plﬁ_tg;n hlx ihéA \gencys, ..
= b P S g ) R o T TR S =T S B R RS S ST
(Remd mmmm all forms.pr ﬁario thisdate are obsnietal &
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p don k , ap plant Froble
page QU /i Dechon K apphe SUPPLEMENTAL #1

oL May 27, 2016

Page 1 10:30 am

1. Name of Facility, Agency, or Institution

Life Bridges, Inc

Name
3745 Adkisson Drive Bradley
Street or Route County
Cleveland TN 37311
City State Zip Code

2. Contact Person Available for Responses to Questions

Diana Jackson CEO

Name Title
Life Bridges, Inc. ____ dljacksons59@hotmail.com
Company Name Email address
764 Old Chattanooga pike Cleveland TN 37311

Street or Route City State Zip Code

CEO 423-421-6436 423-479-1492
Association with Owner Phone Number Fax Number

3. Owner of the Facility, Agency or Institution

Life Bridges, Inc. 423-472-5268
Name Phone Number
764 Old Chattanooga Pike Bradley
Street or Route County
Cleveland TN 37311
City State Zip Code

4, Type of Ownership of Control (Check One)

A. Sole Proprietorship F. Government (State of TN or
3- E.af?{‘%fsg'!?t . . Political Subdivision)

. Limited Farinership " Joint Venture
E. gorporatgon (Eor I:roil’“ljt) g ——m— l_: Limited Liability Company

. orporation (Not-for-Profit) _ X " Other (Specify)

PUT ALL ATTACHMENTS AT THE BACK OF. THE APPLICATION IN ORDER AND
REFERENCE THE APPLICABLE ITEM NUMBER ON ALL ATTACHMENTS. -
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Name of Management/Operating Enmy V(4 Applicable)

_ Not Applicable

‘Name

‘ Not Applicable Not Applicable.
Street or Route ' County '
, Not Applicable Not Appljpable _ Not Applicable
City ' i State - Zip Code

PUT ALL ATTACHMENTS AT THE END OF THE APPLICATION IN ORDER AND
REFE\RENCE THE APPLICABLE ITEM NUMBER ON ALL ATTACHMENTS.

Legal Interest in the Site of the Institution (Check One)

A.  Ownership X D. OQption to Lease o
B.  Option to Purchase E. Other (Specify),_.__.
C. Leaseof_ Years A S

Type of Institution (Check as approprlate--more than one response may apply)

7:

A. Hospital (Specify) I Nursmg Home

B. Ambulatory Surgical T ) i - '
Center (ASTC), Multl-SpemaIty K. ! '

C. ASTC, Single Specialty L. Rehabmtatlon Faclllty :

D. Home Health Agéncy M. Residential Hospice _

E: Hospice N. Non-Residential Methadone

F. Mental Health Hospital Facility -

G. Mental Health Residential 0. Birthing Center v,
Treatment Facility ; P. QOther Outpatient Facility '
Mental Retardation Institutional (Specify)__ _
Habilitation Facility (ICF/MR) X Q. Other(Specify)

'8. Purpose of Review (Check) as appropriate--more than one response may apply)

A. New Institution G. Change in Bed Complement

B. Replacement/Existing Facility . [Please note the type of change

C. Modification/Existing Facility . by underlining the appropriate

D.. Initiation of Health Gare: response: Increase, Qecrease, |
Service as defined in TCA § Designation, Distribution, '
68-11-1607(4) Conversion, Relocation] i
{Specify) H. Change of Location L

E. Discontinuance of OB Services l.  Other (Specify) —t

F.  Acquisition of Equipment et
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Bed Complement Data

Please indicate current and proposed distribution and certification of facility-beds.

TOTAL
Current Beds Staffed Beds Beds at
Licensed "CON Beds Proposed Completion

Medical

Long-Term Care: Hospital
Obstetrical

ICu/CCU

Neonatal

Pediatric . :
Adult Psychiatric . L el i S ——
Geriatric: Psychiatric : e —

Rehabilitation o
Nursing Facility (non-Medicaid Certified)
Nursing Fagility Level 1 (Medicaid only) .
Nursing Facility Level 2 (Medicare only) ~ _. .. ..
Facility Level.2 |
tified Medicaid/Medicare

OZErXAe-~I@mMmMUoOwmS

OO0
>
o
=3
0
>
o
a
&
o
0
o
o
o
a
o
3
lg:

Child and Adolescént Chemical
Dependency e e

w

Swing Beds

Mental Health ‘Residential Treatment - |
Residential Hospice e i L |
TOTAL _ ey, e

“CON-Beds approved but not yet in service - = ===

=

1 10.

| Médicar,e éPfr;ovidér” Nrﬁmber 3722363
Certification Type .

{11,

Medicaid Provider Number

| 12.

| 13.
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SECTION B: PROJECT DESCRIPTION:
1. Provide a brief executive summary of the project not to exceed two pages. Topics to be
included in the executive summary are a brief description of proposed services and
equipment, ownership structure, service area, need, existing resources, project cost,

funding, financial feasibility and staffing.

Brief Executive Summary of Project

Description of 'Proposed-Sewiccs — Cate House is a four bedroom house (2400 square feet)
which opened as & children’s home. The house became home 1o six boys. Twenty-one years

Jater; the house contitiues to be home to x individuals, five of whom enfered as childreny
however, the individuals are now adult men some of whom ére over six feet tall with behavioral
issues; Cate Houseis éurrently an institutional habi litation facility. Themen desire to live
together, however, -theyneedsmom--spa@g-m}an the current building can provide. At the same time,
the agency manages Lockhart Flouse, a fen':ibedggm‘tgiggifﬁ@_liorne::r;{&fa‘fﬁ's squate feet), through

which Life 'Igfidge;s-.has;prmvi'ﬁ'éa’msiae al habilitation services:for miany years. The provision
of seryices through large group homes:suck khatt sing fazed out which leaves

thie:agency with a ten bedroom home to be re-purposed. -

Lﬂc}(hart House currently provides residential _:sgtﬁicﬁ_s;‘::fpr'?'mveﬁ‘iin'ci{iv-iﬂugi,ﬁ; They are exploting
opportunities rg:fSﬁpﬁqrtédfliving and family based services tlirqnghiLife*’Bﬁdges, Ine. Itis
estimated that they will make their decision’of a new residence and telocate by the fall of 2016.

Lockhart House would beperfect to meet {he needs of the six .ngu'.jsjewedtla_t?;ﬂ_afe;_ﬁonse.
Therefore, the proposal is to re-purpose Lockhart House as an ICFAID home providing

institutional habilitation services to the s ¢ imen citrrently served at Cate House.

Cate house will then be re-purposed intoa setting to provide some type of services within the
HCBS waiver:

Equipment — All specialized equipment will be transferred with the individuals served into the
new location. There will be no appreciable equipment cost with this relocation. The residents
will continue to receive complete support services, equipment, and appropriate transportation
vehicles (e.g. wheelchair vans) as detailed in the comprehensive care plans developed by
Qualified Intellectual Disability Professionals. All of their life care needs will continue to be met
by an experienced team of practitioners and care givers. They will have immediate access 10
health care services through the Life Bridges Medical Services Department, Life Bridges has a
long established, positive relationship with Tennova Medical Center, Bradley County’s premier
regional hospital. There will be no decrease in service or equipment with this relocation project.

Ownership Structure — Lockhart House is owned by Bradley Cleveland Property Management
which is managed by Life Bridges, Inc. Bradley Cleveland Property Management will supervise
the renovation of the home to meet licensure requirements, ICF/IID requirements, and the needs
of the individuals to be served in the home. Life Bridges, Inc. is applying for the Certificate of

Need and will manage the property. The cost of the project will be in the renovation process and

.

the move from one location to the other. The value of the home is included in the project cost
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though it is already owned by Life Bridges, Inc. This move will not affect the per diem rates for
the individuals served at Cate House.

Service Area — The intended service area of this home will be Bradley County and the
surrounding counties in Tennessee, specifically Hamilton, McMinn, Meigs, Monroe, Polk, and

Rhea.

Need — The six men who live at Cate House need the privacy provided by having their own
bedroom. Their behavioral needs would be more effectively met in a home with space to retreat
to when they feel anxious and/or agitated. Lockhart House will provide both communal living
spaces and the privacy of a bedroom for those moments. Behavioral issues often stem from
having to wait on the restroom as six men currently share two restrooms. Lockhart House has
four restrooms. The nurses have limited space for medications and preparation at Cate House.
Lockhart House provides ample space for medication storage, preparation, and administration.
Lockhart House is located in a neighborhood on the edge of a Cleveland State Community
College. The college campus is beautiful with abounding sidewalks that would be appropriate for
enjoyable walking paths. The close proximity of the campus provides increased access to
concerts and sporting events.

Existing Resources — Bradley Cleveland Property Management already owns Lockhart House
thus limiting the cost of the move to renovation and moving expenses.

Project Cost - $622,065
Funding — Life Bridges will fund the project from the cash operating account.
Financial Feasibility — The financial feasibility of this project is excellent.

Staffing — The staffing needs of the individuals who wish to relocate to Lockhart House are
determined by the Interdisciplinary Team (IDT) and are outlined in both CMS guidelines and the
comprehensive care plan developed by the Qualified Intellectual Disability Professionals. The
relocation is not anticipated to change the staffing needs of the home. Thus there would be no
additional staffing expense. Staffing will continue to meet CMS, CARF, and licensure
expectations.
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IL Provide a detailed narrative of the project by addressing the following items as they
relate to the proposal.

A. Describe the construction, modification and/or renovation of the facility (exclusive of
major medical equipment covered by T.C.A. §68-11-1601 ET SEQ.) Including square
footage, major operational areas, room configuration, etc. applicants with hospital projects
(construction cost in excess of $5 million) and other facility projects (construction cost in
excess of $2 million) should complete the Square Footage and Cost per Square Footage
Chart. Utilizing the attached Chart, applicants with hospital projects should complete
Parts A.-E. by identifying as applicable nursing units, ancillary areas, and support areas
affected by this project. Provide the location of the unit/service within the existing facility
along with current square footage, where, if any, the unit/service will relocate temporarily
during construction and renovation, and then the location of the unit/service with proposed
square footage. The total cost per square foot would provide a breakout between new
construction and renovation cost per square foot. Other facility projects need only
complete parts B.-E. Please also discuss and justify the cost per square foot for this project.

If the project involves none of the above, describe the development of the proposal.

This project is intended to relocate six individuals served in an ICF/IID home (2,400 square feet)
to a larger location (4,916 square feet) which will be better suited to their needs. Renovation of
the new home (Lockhart House) will involve installing a fire sprinkler system throughout the
facility meeting all State and local fire codes (estimated cost $72,113.00). The existing fire panel
will be upgraded to accommodate existing smoke detectors (estimated cost $1,000.00), any
supervisory alarms related to the sprinkler system and notification of local fire authorities.
Electrical upgrades (estimated cost $900.00) will be completed as necessary to accommodate the
new fire systems and to the riser room for heat to protect from freezing. Earth disturbed for
trenching the riser area will be reshaped and seeded. Miscellaneous costs are estimated at 10% or
$7,401.00. Adaptations for handicap accessibility are estimated at $32,650. This leaves a total
estimated renovation cost of $114,065 which is $21.38 per square foot. The total project is
valued at $622,065 which includes the value of the home.
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B. Identify the number and type of beds increased, _'dit__ig:rt:ase'd. converted, relocated,
designated, and/or redistributed by this application. Describe the reagons for chidnge in bed

allocations and describe the impactthe bed change will have on the existing services.

This project will relocate six ICFAID beds from a four bedroom home into a ten bedroom home.
The number of ICF/IID beds allocated to Life Bridges, Inc. will remain unchanged. The change:
in location will impact the privacy and enhance the living environment for the six individuals.
They will each have their own bedroom. This will bea positive change for four of the six
individuals. They will have their own bedroom todecorate and ct_@joy. They will also have
increased living space which is anticipated to reduce stress in times of increased
anxiety/agitation. Increased home living space will also provide increased opportunities for
building independence through active treatment. Thus the relocation will enhance the existing
services on many levels.

See Attachment: B.11. A. Square Footage and Cost per Square Footage Chart, Page 45
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C. As the applicant, describe your need to provide the following health care services (if

applicable to this application):

41 — JCF/ID Services: The six individuals wishing to relocate to Lockhatt House currently Tive
together at Cate House and teceive ICF/IID services and are appropriate to continue those
gervices. While learning many skills to increase their independence. in daily living, they face
‘health and behavioral barriers requiring the vigilance and support of trained care givers:
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D. Describe the need to change Iocation or replace an existing f'aeilfti'.

Six adult men share a relatively small (2400 square foot) four bedroom home at Cate House. A
larger home would greatly enhance their medical, soctal/emotional, and behavioral needs.



21

Page 10

E. Describe the acquisition of any item of major medical equipment (as defined by the
Agency Rules and the Statute) which exceeds a cost of $2.0 million; and/or is a magnetic
resonance imaging (MRI) scanner, positron emission tomography (PET) scanner,
extracorporeal lithotripter and/or linear accelerator by responding to the following:

1. For fixed-site major medical equipment (not replacing existing equipment):
a. Describe the new equipment, including:
i. Total cost; (As defined by Agency Rule).
ii. Expected useful life;
iii. List of clinical applications to be provided; and
iv. Documentation of FDA approval.
b. Provide current and proposed schedules of operations.

2. For mobile major medical equipment:

a. Listall sites that will be served;

b. Provide current and/or proposed schedule of operations;
c. Provide the lese or contract cost.

d. Provide the fair market value of the equipment; and

e. List the owner for the equipment. ’

3. Indicate applicant’s legal interest in equipment (i.e., purchase, lease, ete.) in the
case of equipment piirchase include a quote and/or propogal from an equipment
veiidor; or in the case of an equipment lease provide a draft leaseor contract
that at least includes the term of the lease and the anticipated lease payments.

‘No major medical equipment will be purchased as part of this project.
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IIL. (A) Attach a copy of the plot plan of the site on an 8 1/2” x 11” sheet of white paper
which must

include:

1. Size of site (in acres);

2. Liocation of structure on the site; and

3. Location of the proposed construction.

Please note that'the drawings do not need to be drawn to scale. Plot plans are
required for all projects.

See Attachment: B. HI A. Plof Plan, Page 46
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(B) 1. Describe the relationship of the site to public trausp,o.rtation routes, if any, and to any
highway or major road developments in the area. Describe the accessibility of the proposed
site to patients/clients.

CUAT is the public traisportation in Bradley County. The route travels by Lockhart House. The
routes are attached, The home is located 0.7 miles from thie nearest exit on 1-75. 1t is 0.2 miles
from Paul Huff Parkway. Paul Huff Parkway:is-a five lane street which has a multitude of
restaurants and shoppinig centers which include Target, Wal-Mart, and the Bradley Square Mall.
While CUAT is an option at @ny time, Life Bridges provides transportation for the individuals as

part of their ICK/IID services.
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IV. Attach a floor plan drawing for the facility which includes legible labeling of patient

care rooms: (noting private or semi-private); ancillary areas, equipment areas, ¢tc. on an 8

NOTE: PO NOT SUBMIT BLUEPRINTS. Simple line.drawings should be submitted and
néed not be drawn to scale.
V: For a Home Health Agency or Hospice, identify:

......................................

5. Proposed branches.

See Attachment: B, IV. Floor Plan, Page 48
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SECTION €: GENERAL CRITERIA FOR CERTIFICATE OF NEED In ac¢ordance with
Tennessee Code Annotated § 68-11-1609(b), “no Certificate of Need shall be granted unless
the action proposed in the application for such Certificate is necessary to provide needed
health care in the area to be served, can be economically accomplished and maintained,
and will contribute to the orderly development of health care.” The three (3) criteria are
further defined in Agency Rule 0720-4-.01. ‘Further standards for guidance are provided in
the state health plan (Guidelines for Growth), developed pursuant to Tennessee Code
Annotated §68-11-1625. The following questions are listed according to the three (3)

criteria: (I) Need, (II) Economic Feasibility, and (IIE) Contribution to the Orderly
Development of Health Care. Please respond to each question and provide underlying
assumptions, data sources, and methodologies when appropriate. Please type each question
and its response on an 8 1/2” x 11” white paper. All exhibits and tables must be attached to
the end of the application in corréct:seéquence identifying the question(s) to which they
refer. If a question does not apply to your project, indicate “Not Applicable (NA).”

4

QUESTIONS

NEED:

1. Deseribe the relationship of this proposal toward the implementation of the State Health
Plan and Tennessee’s Health: Guidelines for Growth.

The State Plan component specifically designates the need criteria for ICF/IID facilities as .032
percent of the general population as candidates for this service. The area that this facility is
located in has a population of 575,773 according to the 2010 U.S. Census. The demographic
need wouild be for 1,842 individuals. Based on the Tennessee Department of Intellectual and
Developmental Disabilities web site Quality Management grid, there are 168 ICF/IID beds in
this six county area. The six individuals affected by this project were in ICF/IID beds prior to,
during, and after the 2010 U.S. Census,

This project is a relocation of individuals within the same agency, city, and county. There will be
no change in the number of ICF/IID beds in the agency, city, or county. This move will provide
growth opportunities for the individuals served. It will enhance their emotional health and well-
being. It will not otherwise impact the implementation of the State Health Plan arid Guidelines
for Growth.

Criteria and Standards (pages 6-9) here.
Not applicable.

b. Applications that include a Change of Site for a health care institution, provide a
response to General Criterion and Standards (4)(a-c)

Not applicable
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2. Describe the relationship of ‘this project to the applicant facility’s long-range
development plans, if any.

Lockhart House is curreritly a residential habilitation facility funded through the HCBS waiver.
Referrals for these homes have been stopped. This property must be re-purposed or sold due to
changes in the HCBS new settings rule. The proposal will parlay this change into a benefit for
our current ICF/IID home. Cate House, an institutional habilitation facility, will then be available

to use for a four person home in the HCBS waiver.
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3. Identify the pro posed service area and justify the reasonableness of that proposed area.
Submit a county Jevel map incliading the State of Tennessee clearly marked to reflect the

service area. Please submit the map on 8 1/2” x 11” sheet of white paper marked only with

ink detectable by a standard photocopier (i.e., no highlighters, pencils, etc.)

The service area includes Bradley, Hamilton, McMinn, Meigs, Monroe, Polk, and Rhea
Counties. Cate House (current ICF/IID home) and Lockhart House (proposed ICF/IID home) are
both located in Bradley County. There are currently only four ICF/IID homes in Bradley County.
The proposed change will not affect the number of ICF/IID homes in the county. It is realistic to
anticipate that future residents could come from the surrounding counties.

See Attachment: C. Need. 3. State Map Showing Service Area, Page 49
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4. A. Describe the demographics of the population to be served by this proposal.

Six gentlemen are-'serve_d'.by‘f’ih’is-_proposaiL They each receive ICF/IID services through Life
Bridges. Four of the gentlemen are Caucasian; two are African American. They range in age
from 24 to 63; Three of the menhave lived together at Cate House for 21 years; two of the others

joined them in 2000 making 16 years that five of the six bave lived together. The sixth

‘gentleman moved intoithe home five years ago. There have been no occupancy changes in this
group for five years, The proposal is to maintain this:group intact. Three of the gentlemen have a
‘moderate intellectual fi_i;__s‘_’_z;'l'.f;izl'it‘-_!‘,-_,ione;-h_a__s‘-a‘rsevcw?ix_i;ﬁllédﬁﬁal}' disability, and two have a profound
intellectial disability. Fourare on the autism spectium. Four have either or both impulse control
and attention deficit/hyperactivity disorders. Two have obsessive-compulsive disorders. They
each have a number of medical diagnoses.

B. Describe the special needs of the service area population, including health disparities,
the accessibility to consumers, particularly the elderly, women, racial and ethnic
minorities, and low-income groups. Document how the business plans of the facility will

take into consideration the special needs of the service area population.

Al of the individuals served by the proposal are current ICF/ID recipients. They continue’to
meet the criteria to received ICF/IID funding. All will require extraordinary supports to be able
to nianage daily living activities and community :aceess.
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5; Deseribe the existing or certified services, including approved but unimplemented CONs,
of similar institutions in the service area. Include utilization and/or occupancy trends for
each of the most recent three years of data available for this type of project. B¢ certain to
list each institution and its utilization and/or occupancy individually. Inpatient bed projects
must include the following data: admissions or discharges, patient days, and occupancy.
Other projects should use the most appropriate measures, e.g., cases, procedures, visits,
admissions, etc.

The utilization rate at Cate House for the past three years has been 100%. The last occupancy
change occurred five years ago. The population of the home is stable with three of the men
having lived there 21 years with two more joining those 16 years ago. The final individual joined
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6. Provide applicable utilization and/or occupancy statistics for your institution for each of
the past three (3) years and the projected annual utilization for each of the two (2) years
following completion of the project. Additionally, provide the details regarding the
methodology used to project utilization. The methodology must include detailed
calculations or documentation from referral sources, and identification of all assumptions.

The utilization rate at Cate:House for the past three years has been 100%. The last occupancy
change occurred five years ago. The population of the home is stable with three of the men
having lived there 21 years with two more joining them 16 years ago: The final individual joined
the group five years ago. The occupancy rate is expected to remain at 100% as there are no
indicators of individuals wanting to leave the program or nearing death. ICE/IID refetrals will no
‘Joniger come from the dévelapmental centers as they have all closed. According to
Tittp://medicaidwaiver.org, Jtennessee.html, there are over 7,000 individuals on the

Medicaid Waiver waiting list. Those who are appropriate for ICE/IID services would be

available for reférral should a future vacancy occur.

See Attachment: C. Need. 6. Page 50
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ECONOMIC FEASIBILITY )

1. Provide the cost of the project by completing the Project Costs Chart on the following;
page.

Justify the cost of the project.

O OAIl projects should have a project cost of at least $3,000 on Line F. (Minimum CON
Filing Fee). CON filing fee should be calculated from Line D. (See Application
Instructions for Filing Fee)

14

OOThe cost of any lease (building, land, and/or equipment) should be based on fair

itisrket value or the total amount of the lease payments over the initial term of the
lease, whichever is greater. Note: This applies to all equipment leases including

by procedure or “per click” arrangements. The methodology used to determine the
total lease cost for a "per cliek" arrangement must include, at 2 minimum, the
projected procedures, the "per click" rate and the term of the lease.

(0The cost for fixed and moveable equipment includes, bu
to, maintenance agreements covering the expected useful life of the equipment;
federal, state, and local taxes and other government assessments; and installation
charges, excluding capital exp enditures for physical plant renovation or in-wall
shielding, which should be included under construction costs or incorporated in a
facility lease.

O OFor projects that include new construction, modification, and/or renovation;
documentation must be provided from a contractor and/or architect that support

the estimated construction costs.

See Aftachment: C. Economic Feasibility. 1. Project Costs Chart, Page 51
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2. Identify the funding sources for this project.

Please check the applicable item(s) below and briefly summarize how the project will be
financed. (Documentation for the type of. “funding MUST be inserted at the end of the
application, in the correct alpha/numeric order and identified as Attachment C,

Economic Feasibility-2.)

__A. Commercial loan--Letter from lending institution or guarantor stating favorable
initial

contact, proposed loan amount, expected interest rates, anticipated term of the loan,
and any restrictions or conditions;

__B. Tax-exempt bonds--Copy of preliminary resolution or a letter from the issuing
authority

stating favorable initial contact and a conditional agreement from an underwriter or
investment banker to proceed with the issuance;

__C. General obligation bonds—Copy of resolution from issuing authority or minutes
from

the appropriate meeting.

__D. Grants--Notification of intent form for grant application or notice of grant award; or

"X E. Cash Reserves—-Appropriate documentation from Chief Financial Officer.

—_—

__F. Other—Identify and document funding from all other sources.

See Attachment: C. Econiomic Feasibility. 2.a. Page 52
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3. Discuss and document the reasonableness of the proposed project costs. If applicable,
compare the cost per square foot of construction to similar projects recently approved by
the Health Services and Development Agency.

The proposed cost of this project is $622,065. The majority of the projected cost is an upgrade to
the existing fire suppression system, handicap accessibility and moving cost. The property and
building are currently owned by Life Bridges eliminating the cost of purchasing property and
new construction. A project comparable in cost in which property and building are not currently
owned would increase the expense by $505,000.
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maodify the Charts provided or submit Chart substitutions! Historical Data Chart represents
revenue and expense information for the last three (3) years for which complete data. is

available for the institution. Projected Data Chart requests information for the two (2)

revenue and expense projections for the Proposal Only (i.e., if the application is for
additional beds,

include anticipated revenue from the propesed beds only, not from all beds in the facility).
See Attachment: C. Economic Feasibility. 4a. Historical Data Chart, Page 53

See.Attachment: C. Economic Feasibility. 4b. Projected Data Chart, Page 54
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5. Please identify tlie project’s average gross charge, average deduction from operating

See Projected Data Chart for gross and net operating revenue. This project will not effect the Per
Diem rate. There will be no ongoing deduction from operating revenue. Therefore, there will be
no average net charge.
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6. A. Please provide the current and proposed charge scheduiles for the proposal. Discuss
any adjustment to current charges that will result from the implementation of the proposal.

on existing patient charges.

The current per diem rate for Cate bouse (6 person bed) is $585.77 per client. The
implementation of our proposal will have little to'no impact on the current per diem rate. We

will not be adding additional ICF clients. We are relocating:our current clients in this home.

service areas, or to proposed charges of projects recently approved by the Health Services
and Development Agency. If applicable, compare the proposed charges of the project to
the current Medicare allowable fee schedule by common procedure terminology (CPT)
code(s).

Wright (6 person bed) $651.21
Mclntire (4 person bed) $819.34

Edgemon (4 person bed) $825:25
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maintaining cost-effectiveness. The relocation of the clients will not lead to higher costs.
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8. Discuss how financial viability will be ensured within two years; and demonstrate the
availability of sufficient cash flow unitil finanicial viability is achieved.

Life Bridges will fund this projeét with cash reserves. We will continue to maintain financial
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9. Discuss the project’s participation in state and federal revenue programs including a
description of the extent to which Medicare, TennCare/Medicaid, and medically indigent
imated dollar amount of

revenue and percenfage of total project revenue anticipated from each TennCare,

Medicare, or other state and federal sources for the proposal’s first year of operation.
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10. Provide copies of the balance sheet and income statement from the most recent
reportinig period of the institution and the most recent audited financial statements with
accompanying notes, if applicable. For new projects, provide financial information for the
inserted at the end of the application, in the correct alpha-numeric order and labeled as
Attachment C, Economic Feasibility-10.

See Attachment: C. Economic Feasibility. 10. Monthly Income Statement, Page 5§
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11. Describe all alternatives to this project which were considered and discuss the
advantages and disadvantages of each alternative including but not limited to:

a. A discussion regarding the availability of less costly, more effective, and/or more efficient
alternative methods of providing the benefits intended by the proposal. If development

of such alternatives is not practicable, the applicant should justify why not; including
reasons as fo why they were rejected,

b. The applicant should document that consideration has been given to alternatives to new
construction, e.g., modernization or sharing arrangements. It should be documented
that superior alternatives have been implemented to the maximum extent practicable,

considered, however, this would be much more eostly than re-purposing a facility thiat is alteady
owned by the agency. By the same token, e
by the agency: The cutrent proposal is by far the most cost effective solution to the issue of

The purchase and/or lease of 4 larger existing hoiie for thie six gentlemen inquestion was

) ] “buying land and building anew home was considered.
Again, the cost would be astronomically iigher than re-purposing the building currently owned
needing more space for the individuals:served by the proposal.
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CONTRIBUTION TO THE ORDERLY DEVELOPMENT OF HEALTH CARE
1. List all existing health care providers (e.g., hospitals, nursing homes, home care

organizations, etc.), managed care organizations; alliances, and/or networks with which the

applicant currently has or plans to have contractual and/or working relationships, e.g.,

Medicare

Medicaid

Humana

Blue: Care

TN Care

Americhoice

TN Behavioral Health.
TN Care: Select

Health Spring

Blue Cross Blue Shield
United Health Care
Wellcare

CIGNA

Cariten

AETNA

United Healthcare Community Plan
Humana Gold
Magellan/TN Health
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2. Describe the positive and/or negative effects of thie proposal on the health care system.
Please be sure to discuss any instances of duplication or competition arising from your
proposal including a description of the cffect the proposal will have on the utilization rates

of existing providers in the service area ool .

Access to health care will not change as a result of the proposal. The individuals served by the
‘proposal will continue their current use of healthcare resources. Each individual receives nursing
services 24/7 in their home, The proposal will assist mightily in the delivery of this setvice as the
nurses cutrently function fromi a small med closet. The new location will have more space for

medication storage, preparation, and administration.
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3. Provide the current and/or anticipated staffing pattern for all employees providing
patient care for the project: This can be reported using FTEs for these positions.
Additionally, please compare the clinical staff salaries in the proposal to prevailing wage
patterns in the service area as published by the Tennessee Department of Labor &
Workforce Development and/or other documented sources.

The current staffing pattern will be continued following the proposed relocation. First shift
(8:00am —4:00pm) is:staffed with Z-Sixfd_iri:ét-ist’;pﬁort.sfaﬂ}-.-_a_;ghiﬁ'__h:_ader (covers'two homes), and
nurse(s). Second shift (4:00pm — 12:00am) has five diréct support staff, shift leader (covers two
lioines); and niuise(s). Third shift (12:00atn — 8:00am) has three direct suppoit staff, shift leader
(covers,two hormes), and niitge. Supervisory and administrative staff are assigned {o multiple
houses across shifts. Nurses gerve two homes per shift. There is a second nurse for the two
houses duting peak medication administration times. Clinical salaries are commensurate with

like positions in surrounding health care: organizations.
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4. Discuss the availability of and accessibility to human resources required by the proposal,
including adequate professional staff, as per the Department of Health, the Department of
Mental Health and Developmental Disabilities, and/or the Division of Mental Retardation
Services licensing requirements.

Life Bridges’ Human Resources Department has established systems and procedures to recruit
and train the necessary personne] for the existing homes and services. proposal -will not
change the needs for professional staff. These professionals are currently in place with ongoing
plans for the individuals effected by the proposal. The current plans and services will continue.
The proposal simply changes the venue where services provided in the hone arelocated.
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required by the State of Tennessee for medical/clinical staff. These include, without
limitation, regulations concerning physician supervision, credentialing, admission
privileges, quality assurance policies and programs, utilization review policies and
programs, record keeping, and staff education.

5. Verify that the applicant has reviewed and understands all licensing certification as
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Life Bridges partners with local universities such as Lee University, Cleveland State University,

and Southern Adventist University to provide service learning and internship opportunities.
Thiése are primarily in the areas of nursing, social work, and counseling.
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7. (a) Please verify, as applicable, that the applicant has reviewed and understands the
licensure requirements of the Department of Health, the Department of Mental Health
and Developmental Disabilities, the Department of Intellectual and Developmental

Disabilities, and/or any applicable Medicare requirements.

Life Bridges is knowledgeable regarding all applicable licensure requirements. The agency isin

compliance with these requirements as noted through current licenses and surveys: Both the
requirements and levels of compliance are reviewed routinely through the agency’s quality

(b) Provide the name of the entity from which the applicant has received or will receive
licensure, certification; and/or accreditation.

Licensure: Department of Intellectual and Developmental Disabilities, Tennessee Department of
Health, Tennessee Department of Health and Substance Abuse, Tennessee Department of Mental
Health and Developmental Disabilities

Acereditation: Council of Accreditation Rehabilitation Facilities (CARF)

See Attachment: Contribution to the Orderly Development of Health Care. 7.b. CARF
Accreditation Report, Page 59

(c) If an existing institution, please describe the current standing with any licensing;
cettifying, or accrediting agency. Provide a copy of the current license of the facility.

See Attachment: Contribution to the Orderly Development of Health Care. 7.d. Most
Recent Survey Reports; Page 61
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Page 38

3. Document and explain any final orders or judgments entered in any state or country by
a licensing agency or court against professional licenses held by the applicant or any
entities or persons with more than a 5% ownership interest in the applicant. Such
information is to be provided for licenses regardless of whether such license is currently
held.

There have been no final orders or judgments entered in any state.or country by a licensing
agency or court against Life Bridges, Inc. ”



AN e

Page 39

50



51

Page 40

10, If the proposal is approved, -ple‘asei?diseuss whether the applicant will provide the
Tennessee Health Services and Development Agency an d/or the reviewing agency
information concerning the number of patiénts treated, the namber and type of procedures
performed, and other data as required.

Life Bridges will provide any requested information to any authorized entity/authority.
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Page 41

PROOE OF PUBLICATION _
Attach the full page of the newspaper:in which the notice ofintent appeared ‘with the mast and

dateline intact or submit a publication affidavit from the newspaper as proof of the publication of
the letter of infent.

See Attachment: Proof of Publication, Page 62
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Page 42

DEVELOPMENT SCHEDULE

Tennessee Code Annotated § 68-1 1-1609(c) provides that-a Certificate of Need is valid for a
period not to exceed three (3) years (for hospital projects) or two (2) years (for all other proj ects)
from the date of its issuance and after such time shall expire; provided, that the Agency may, in
granting the Certificate of Need, allow longer periods of validity for Certificates of Need for
good cause shown. Subsequent to granting the Certificate of Need, the Agency may extend a
Certificate of Need for a period upon application and good cause shown, accompanied by a non-
refundable reasonable filing fee, as prescribed by rule. A Certificate of Need which has been
extended shall expire at the end of the extended time period. The decision whether to grant such
an extension is within the sole discretion of the Agency, and is niot subject toreview,
reconsideration, or appeal.

1. Please complete the Project Completion Forecast Chart on the next page. If the project will be

completed in multiple phases, please identify the anticipated completion date for each phase.

See Attachment: PROJECT COMPLETION FORECAST CHART, Page 63
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2. If'the response to the preceding question indicates that the applicart does not
anticipate completing the project within the period of validity as defined in the
preceding.paragraph, please state below any request for an extended schedule and

Not applicable.
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AFFIDAVIT

STATE OF _[ennessee

COUNTY OF ﬁmﬁ’!@ef

\Dl(a/m \j—zld/s an , being first duly sworn, says that he/she
is the applicant named in this application or his/herfits lawful agent, that this project will be

completed in accordance with the application, that the applicant has read the directions to

this application, the Rules of the Health Services and Development Agency, and T.C.A. § 68-

11-1601, et seq., and that the responses to this application or any other questions deemed

ac0
SIGNATURE/TITLE

Sworn to and subscribed before me this Z(Q day of h\ 1 Z0\(o a Notary

{Ntanth; (Year)

Public-in and for the Counity/State of

"~ (Month/Day)

Y BRADLE .+

B\ LT

24
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This

If you cannot get to a designated bus stop, due to a handicap, the bus may be able to come to you. Deviated service is
offered within one-half mile of all regular routes. Here’s how it works: call CUATS 48 hours in advance to make

Deviated Fixed Route reservation. The bus will deviate off'the regular route, pick 'you up (or drop you off), and return
imrmediately to the next scheduled stop. (Only two Deviated Fixed Routes are allowed per route, so be sure to place

fi P
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4!25/2016 p ‘-{ 7 . \ Routes | %!ﬂgveiand Transit

your reservation for pick-up and drop-off;

Map and Schedule

image TS brochure website.pd

Cleveland Urban Area Tiansit Agency | 165 Edwards Street | Cleveland, TN 37312

Tel: 423.478.1396 | © CUATS 2016 - All Rights Reserved - Powered by Studio 31A

hitp:/Awww.rideclevelandtransitorg/routes:htmi
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P- 50 Tennessaeé\dzdicaid Waiver
How many people are currently receiving services? There are currently 7,177 persons with
developmental disabilities receiving waiver services in Tennessee. There are also 3,385 persons aged and
disabled receiving waiver services.

What assistance is available while you wait? Some services may be available for urgent needs.

Is there priority preference for people who are in crisis? Yes.

What Services Are Offered & What Are The Service Limitations?

What services does the Medicaid waiver program offer in Tennessee?

The Statewide Waiver (0128.R04) serves Tennessee citizens with intellectual disabilities. The target
population consists of children with developmental delays and adults and children with intellectual
disability:-who meet ICF/ID level of care criteria. The following waiver services are available based on
assessed participant need: Adult Dental Services; Behavioral Respite Services; Behavior Services; Day
Services; Environmental Accessibility Modifications; Family Model Residential Support; Individual
Transportation Services; Intensive Behavior Residential Services; Medical Residential Services; Nursing
Services; Nutrition Services; Occupational Therapy Services; Orientation and Mobility Services for
Impaired Vision; Personal Assistance; Personal Emergency Response Systems; Physical Therapy
Services; Residential Habilitation; Respite; Specialized Medical Equipment & Supplies & Assistive
Technology; Speech, Language, & Hearing Services; Supported Living; Support Coordination; and
Transitional Case Management

The Arlington Waiver (#0357.R02) program serves Tennessee citizens with intellectual disabilities who
have service needs that can be satisfactorily met with a cost-effective array of home and community
services that complement other supports available to'them in their homes and the community. These
individuals qualify for and absent the provision of'waiver services, would be placed in an ICF/IID: The
target population for this waiver consists of persons with intellectual disabilities who meet ICF/IID level

of care criteria and are class members certified in United States vs. State of Tennessee, et al. (Arlington
Developmental Center). The Arlington Waiver includes the same services available in The Statewide
Waiver.

The Self-Determination Waiver (0427.R01) serves Tennessee citizens with intellectual disabilities who
have moderate service needs that can be met with a cost-effective array of home and community services
that complement other supports available to them in their homes and the community. The Self-
Determination Waiver Program affords participants the opportunity to lead the person-centered planning
process and directly manage selected services, including the recruitment and management of service
providers. Participants and families (as appropriate) electing self-determination are empowered and have
the responsibility for managing a self-determination budget affording flexibility in service design and
delivery. The following waiver services are available based on assessed participant need: Adult Dental
Services; Personal Assistance; Personal Emergency Response Systems; Physical Therapy Services;
Behavioral Respite Services; Behaviot Services; Day Services; Respite; Environmental Accessibility
Modifications; Specialized Medical B t & Supplies & Assistive Technology; Individual
Transportation Services; Nutritic es; Bemi-Independent Living Services; Speech, Language, &
Hearing Services; Occupational rapy Services; Nursing Services; and Orientation and Mobility
Services for Impaired Vision.

Does Tennessee offer supported living? Supported living services are offered on the Arlington and
Statewide waiver, Supported Living is not offered on the Self Determination Waiver. Supported Living:
A home that is under the control and responsibility of the recipients living in the home. This home is
owned, rented or leased by those living in the home. Staff helps with things that need to be done each day
such as bathing; dressing, paying bills. They can also help the recipient go to places like the bank or

http:/imedicaidwaiver.org/siate/tennessee.html
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May 27, 2016
PROJECT COSTS CHART 10:30 am

Construction and equipment acquired by purchase:
1. Architectural and Engineering Fees

2. Legal, Administrative (Excluding CON Filing Fee),
Consultant Fees

Acquisition of Site

Preparation of Site
Construction Costs $114,065
Contingency Fund

Fixed Equipment (Not included in Construction Contract)
Moveable Equipment (List all equipment over $50,000)
Other (Specify)

© ® N O U AW

Acquisition by gift, donation, or lease:

1. Facility (inclusive of building and land) $505.000
2. Building only

3. Land only

4. Equipment (Specify)

5. Other (Specify)

Financing Costs and Fees:

1. Interim Financing

2 Underwriting Costs

3. Reserve for One Year's Debt Service
4 Other (Specify)

Estimated Project Cost

(A+B+C)
$619,065
CON Filing Fee 3,000
Total Estimated Project Cost
(D+E)

TOTAL $622,065
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LIFE May 27, 2016
ﬁRl = Life Brid I 10:30 am
Serving People with Intellectual 1IC rl ges, nc.

Disabilities since 1973 P.O. Box 29 * 764 Old Chattanooga Pike SW

Cleveland, TN 37364-0029 * (423) 472-5268 * Fax (423) 479-1492
May 25, 2016

State of Tennessee

Health Services and Development Agency
Andrew Jackson Building, 9th Floor

502 Deaderick Street

Nashville, TN 37243

RE: Economic Feasibility — Type of Funding

To whom it may concern:

Life Bridges, Inc. will be financing the project costs from our cash operating account to convert a group
home to an ICF home. The estimated project costs are approximately $114,065.

Sincerely,

A’\nﬁbw O
Ginger Davis

CFO
Life Bridges, Inc.

2%,
arf
>

0

CARF Accredited Rehabilitation Center Since 1994
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HISTORICAL DATA CHART 10:30 am

pagaif

Give information for the last three (3) years for which complete data are available for the facility or
agency. The fiscal year begins in S; Qﬂ (Month). o N Fa
' Year 2003 Year2n\4  Year Z0\5

A. Utilization Data (Specify unit of measure) é‘\qos 2\80 iDMQ 2,\‘:.10(9H Q_L_\QQ(DMS)

B. Revenue from Services to Patients
1. Inpatient Services : $ $ $
2. Outpatient Services . e
3. Emergency Services '
4. Other Operating Revenue, </« Wo A4 LBAO W06 0006
(Specify) Pec (Deen \od
. Gross Operating Revenue $\1\0 A4 S1zanV $1.206 Qb

C. Deductions from Gross Operating Revenue

1. Contractual Adjustments =l $ $ 5

2. Provision for Charity Care ;}{expm% ceiadoursed by £ s £

3. Provisions for Bad Debt Gtrean of feenie -4 b £

'I:Hotal Dedyctions $__@& $_ & $_ o5

NET OPERATING REVENUE - $LND WA $LABAOW S0 Ol
D. Operating Expenses

1. Salaries and Wages [ ®yoodiiNe, : $155 310 $1RS AR $ASD @

2. Physician's Salaries and Wages

3. Supplies 2500 XS o KA

4. Taxes

5. Depreciation A3 _35SS2 320032

6. Rent _ :

7. Interest, other than CapitaICNO‘\' —;{\Xw Q255 AN 2]

8. Other Expenses (Specify) ok ‘GN&, _\QMQ(_@ 120Nns0 A6 00

’Eﬁ\i’\i\‘:‘tﬁg ."uﬁ'\é?é\lcafg%ﬂné 'E?pensgé $AIO LA $1,05 (8o $1100 42A
E. Other Revérllue (Expehses) — Net (Specify) $ $ S
NET OPERATING INCOME (LOSS) $ $ $

F. Capital Expenditures

1. Retirement of Principal $ $ $
2. Interest (\\or XPDQ e PS;\S@Q%AB . I
Total Capital Expenditures $ gZ $_ $ QS

NET OPERATING INCOME (LOSS)
$10SSB8-

LESS CAPITAL EXPENDITURES $Q0 260  $XOJLs
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pa 28l

j May 27, 2016
HISTORICAL DATA CHART - OTHER EXPENSES 10:30 am

FY2013 FY2014 FY2015

Bed Tax $ 58,029 $ 60,961 $ 64,380
Maint $ 9,082 $ 7,192 $ 8,086
Comm $ 7,503 $ 6,482 $ 7,167
WC $ 15714 $ 19,801 $ 20,403
Utilities $ 9,588 $ 8,424 $ 9,734
Food $ 19,914 $ 25741 $ 22,337
Insurance S 13,742 ) 12,633 S 12,781
Prof Exp S 27,553 S 21,313 S 16,695
Trans Exp S 23,602 S 19,414 S 11,274
Travel $ 1,292 $ 2,426 $ 2,191
Misc $ 5,947 $ 6,363 $ 4,861
TOTALS $ 191,966 $ 190,750 $ 179,909

*Misc - Memberships, Advertising, Rental Expense
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paje 7 19 Secton C (Economic Felbiliy) lew i (H3
' 10:30 am

PROJECTED DATA CHART

Give information for the two (2) years following the completion of this proposal. The fiscal year

begins in 'SUV\>‘ (Month). w N
[’Z\\C\O) Year 200\ Year 7Z0\%
A. Utilization Data (Specify unit of measure)C&O«\(‘b 2\0 7, \&O

B. Revenue from Services to Patients

1. Inpatient Services $ $

Outpatient Services

2
3. Emergency Services
4

Other Operating Revenue (Specify)De( D\Q{\LQ@.&& 1_\135_999‘ 232853
Gross Operating Revenue $1215 904 § \ 232,803

C. Deductions from Gross Operating Revenue
1. Contractual Adjustments $ $
2. Provision for Chariiy Care
3. Provisions for Bad Debt

Total Deductions $ (%] $. &
NET OPERATING REVENUE $\ 2 OCAA $A\TBLAGS
D. Operating Expenses
1. Salaries and Wages [ Doner s $ &0, RS $.G0O\, Z4%
2. Physician’s Salaries and Wages
3. Supplies 29 gp_@ 33 WU
4, Taxes
5. Depreciation 2% .0 20 1S )X
6. Rent -
7. Interest, other than Capital.
8. Other Expenses (Specify) . M G\ 000

=% a s der oo 'C.Q_,
\&ot:?\!?:) .‘:Lecf:[?" %\gf\(ﬁ%I!Operatifnﬁi‘ﬁ‘é:;es $LL‘\\[4’—\\ SILNSS, B

E. Other Revenue (Expenses) -- Net (Specify) $ $
NET OPERATING INCOME (LOSS) $_84, 553 $5IM\2.4
F. Capital Expenditures

1. Retirement of Principal $ $

2. Interest

Total Capital Expenditures $ (%) $ @

NET OPERATING INCOME (LOSS)
LESS CAPITAL EXPENDITURES $.04 S5 $_3_‘132_é‘s

@ rko.
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17 Seckm € (E tonomic FeasililiB® Haan 4 (H

PROJECTED DATA CHART - OTHER EXPENSES

Bed Tax
Maint
Comm
WC
Utilities
Food
Insurance
Prof Exp
Trans Exp
Travel
Misc

TOTALS

nmnannnanomdsonomgu;m:o,d e,y n

W

FY2017

67,430
8,257
7,685

21,749
9,941

22,583

12,976

17,248

11,746
2,287
5,706

187,608

FY2018

67,815
8,464
7,877

22,293

10,190

23,148

13,301

17,680

12,040
2,344
5,849

nmrrnnnrinnannoemo,nnnn

$ 191,000

*Misc - Memberships, Advertising, Rental Expense

ot » SUPPLEMENTAL 31

May 27, 2016
10:30 am
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Life Bridges Inc

YTD Summary Unaudited Income Slatement

‘Iricome

Income from Waiver Funding
ICF Edgemon & McIntire
ICF:Cate & Wright

TN Care/Medical

Cholces

Medlcare / Medlcal

Private [ Medical

TN Care / Transpartation
Rental Income

‘Contract'Income

Miscellaneous Income
Tatal Income

Non Opérating Income
Grants 6. Donations

Total Non Operating Income
Net Income

Expenses

Salarles / Wages
Fringe Beneflts
Cllent Wages
Professlonal Services
‘Workeérs Comp
Travel:

udiitles
Memberships
Supplies

Food

Mortgage Interest
Rent

Insurance
Transportation Expense
ICF / MR Tax
Miscellaneous Expense
Tralnlng

Stipens

Rental Expense
Yotal Expense

Fiscal Year: 2016 Perlod: 9

MARCH
2016

§ 1,249,512

FY2016

$ 6,310,553

4 203,929 $ 1,781,748
4 230,623 $ 1,992,772
55,519 4 55,650

§ 1,600 $5,334

$ 18,640 $'146,929
43,008 $ 35,160
43,108 $27,834
24,030 $ 220,110

$ 2,008 $:51,754
L 56978 430,416
% 1,749,035 = $12,658,291
$ 6,474 $ 33,527

$ 1,914 $ 3,497

b 420,816 $ 27,200
%o | *51255' ’ & 13!49_2
'§ 34,455 $82,714
$1,783,490 $ 12,741,005
(§911,933) (4 7,475,391)
{4218,378) (% 1,692,599)
($9,520) (4 54,126}
(§32,078) ($:335,891)
{$:23,350) (4 186,699)
(4:4,625) (% 34,395)
(48854 ($76,102)

(% 10,458) (4 110,394)
(§515) (4 18,022)
($'10,589) (4 92,904)
{$26,365) ($ 226,209)
(313,716) (5 128,177)

( 6,013) (4 54,423)

(4 1,881) (4 15,830)

(& 15,808 (5 135,218)

{5 15,840) (% 168,426)

($ 337) {$4,687)

(% 21,718) (5 198,156)
(5557 (845,418)
(48,545) (% 44,020)

(% 286,904)

Non Operating Expensa - (Depreclation).

Consumer Bénevoleiice Hrm 54,693
Non Operating Expense. / (Depreclation) : (5 27,885) (% 250,961)"
Total Non Operating Exepensa - (Depreclation) [$RTAA) 0 “(§ 245,068}
Net Expensus ~(%1,408,190) ($ 11,850,145),
Program Total $375,300 $800,850

_{5.20,084)

1% 11,604,078)
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HARTING, BISHOP & ARRENDALE, PLLC
CERTIFIED PUBLIC ACCOUNTANTS

KELVIN W. BISHOP, CPA

THOMAS H. ARRENDALE, CPA, MBA
JANICE I.. HAYES, CPA

MEMBER
AMERICAN INSTITUTE OF
CERTIFIED PUBLIC ACCOUNTEANTS
TENNESSEE SOCIETY OF
CERTIFIED PUBLIC ACCOUNTANTS

INDEPENDENT AUDITORS’ REPORT

To the Board of Directors of
Life Bridges, Inc.

We have audited the accompanying consolidated financial statements of Life Bridges, Inc. and related
entity (a nonprofit organization), which comprise the consolidated statement of financial position as of
June 30,2015, and the related consolidated statements of activities, functional expenses and cash flows

for the year then ended, and the related notes to the consolidated financial statements.
Management’s Responsibility for the Financial Statements

Management is responsible for the preparation and fair presentation of these consolidated financial
stalements in accordance with accounting principles generally accepted in the United States of America;
and fair presentation of financial statements that are free from material misstatemerit, whether due to
fraud of error.

Auditor’s Responsibility

Our responsibility is to express an opinion on these financial statements based on our audit. We
conducted our audit in accordance with auditing standards generally accepted in the United States of

entity’s preparation and fair presentation of the combined financial statements in order to design audit
procedures that are appropriate in the circumstances, but not for the purpose of expressing an opifiion on
the effectiveness of the entity’s internal control, Accordingly, we express no such opinion. An audit also
includes evaluating the appropriateness of accounting policies used and the reasonableness of significant

accounting estimates made by ménagement, as well as evaluating the overall presentation of the

i

WWW HBAPLLC.COM
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We believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis for
our audit opinion.

Opinion

In our opinion, the conisolidated financial statements referred to above present fairly, in all material
respects, the financial posil_io_r;s-qf Life Bridges, Inc. and related entity as of June 30, 2015, and the
changes in their net asseis and (heir cash flows for the year then ended in accordance with accounting

‘principles generally accepted in {lie United States of America.

Other Matters
Other Information

Our audit was conducted for the purpose of fortning an opinion on. the financial statements as a whole.
The consolidated data on pages 12-13 is presented for purposes of additional analysis of the individual
companies. The accompanying schedule of expenditures: of federal and state ‘awards, as required the
State of Tennessee, is presented for purposes of additional analysis and is not a required part of the
consolidated financial statements. Such information is the responsibility of management and was
derived from and relates directly to the underlying accounting and other records used to prepare the
financial statements. The information has been subjected to the auditing procedures applied in the audit
of the financial statements and certain additional procedures, including ¢ paring and reconciling such
infsrmation directly to the underlying accounting and other records used ‘to prepare the financial
statements or to the financial statements themselves, and other additional procedures in accordance with

audi-tiﬁgf-stand_ar;is--génqtjgﬂy- accepted in the United States of America. In our opinion, the information is

fairly stated, in all material respeets, in relation to the financial statements as a whole.

Other Reporting Required by Government Auditing Standards

In accordance with Government Auditing Standards, we have also issued our report dated September 28,
2015, on our consideration of Life Bridges, Inc.’s internal control over financial reporting and on our
testsofltscamphancewﬁhcm‘tain 'pro_.vi_s'i@ng of laws, regulations, contracts, and grant agreemnents and
ofliek TAtteEs: The purpose of that report is'10 describe the scope of our testing -t;_f,'-ii"ntewal gonirol over
financial reporting and ‘compliagce and ‘the results of that testing, and not to provide an apinion on
internal control over financial reporting: or on ‘compliance. That report is an integral part of an audit
performed in accordance with Govertiment. Auditing Standards i considering Life Bridges, Inc.’s
internal control over financial reporting and'cotnpliance.

Cleveland, Tennessee
September 28, 2015
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EIFE BRl‘DG‘%é INC.

AND RELATED ENTITY

CONSOLIDATED STATEMENT OF FINANCIAL POSITION

ASSETS

Current Assels

Cash in bank

Investments; at cost
State:.of TN - DIDD
State:of TN - ICF/ID
Other

Prepaid Expenses

Funded Reserve

Debt service reserve

‘Property and equipment, net

Other Assets
Security deposits

"LIABILITIES AND NET ASSETS

Current Liabilities

Accounts payable

Current maturity .of long-term debt

Long-Term Liabilities
Loans payable; long-term

Other Liabilities,

Total Liabilities

“Net Assets.

Enrestricted net assets
Temporarily restricted net assets
‘Fotal Net Assets

Total Liabilities-aid Net Assets

June 30 5 20 l 5

$ 4,918,490
8,794

919,884
386,151
112,143
17,068
6,362,530

e e R

36,552

3919171

$ 10,324,873

...

1,915,184
1,915,184

2,670,518

——

7,600,402
e, D353

e 1654,355

$ 10,324,873

See notes to:consolidated financial statements.
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LIFE:BRIDGES, INC.
AND RELATED ENTITY
CONSOLIDATED STATEMENT OF ACTIVITIES
For the Year Ended June 30. 2015

UNRESTRICTED NET ASSETS

PUBLIC SUPPORT AND REVENUE
State of TN --DIDD $ 10,781.272
.S, Dept. of Housing and Urban Development 77.982
State of Tennessee - ICF/ID 4.610;126
TFransportation Grant 59,353
Heusing Trust Fund Grant 290,634
:Medical services:income 512,794
‘City and County. government 6,200
Client rent 336,380
Workshop contract income 99,171
Interest income 700
‘Gain on sale:of'assets 9,214
Miseellaneous 16,355
TOTAL:REVENUES 16,800,181

Nel:assets released from restrictions:

Restrictions satisfied by payment 4780
Net assets restricted:

Funding of dcbl servicereserve: (8.920)

TOTAL UNRESTRICTED SURPORT AND.REVEMUE.. 16,796,041

" EXPENSES

Program services:
HUD: - residential 74,867
Mudicaid: waiver adult:day services 1,767,728
Medicaid waiver residenlial services: 6.376,294
Medicaid waiver - 10B/OP 80.835
[EF/D:services 4 381,217
Medical services 378,408
Total Program Services 13,059,349
Administrative costs . 1,992292
TOTAL EXPENSES 15,051.641

INCREASE 1,744,400,

TEMPORARILY:
Conttibutions
Net-assets released: from restrictions:

Restrictions satisfied by payment (4,780)
Net assets restricted:
Funding:of debt service reserve

6,093

INGREASEINEEM _.10.233
INCREASEAN'NET ASSETS 1,754,633

NET ASSETS. BEGINNING OF YEAR 5,899,722

NET ASSETS. END QF YEAR $  7,654.355

See notes:to. consolidated financial statements.
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LIFE BRIDGES, INC.

AND RELATED ENTITY
CONSOLIDATED STATEMENT OF CASH FLOWS
For the Year Ended June 30, 2015

OPERATING ACTIVITIES
Increase in net assets

Adjustment to reconcile change in net assets to net cash

provided by operating activities:
Depreciation and amortization
Gain on sale of assets
Changes in other assets and liabilities:
Accounts recgivable:
Prepaid experises
Accounts‘payable
Accrued expenses
Net cashi provided by operating activities

INVESTING ACTIVITIES
Purchase of fixed assets
Proceeds from: sale of assets

Principal payments on lease payable
Principal payments on mortgage payable
Net cash used by financing activities

Increasein cash
Cash at beginning of year

SUPPLEMENTAL DISCLOSURES OF CASH FLOW INFORMATION

Interest paid on debt
Income taxes

See notes to consolidated financial statements.

-6-

$ 1,754,633

404,890
(9,214)

(205,775)
4,478
24,619
98,549

il

2,072,180

(466,239)
9214

 (457,025)

(8,920)
(3,424)
(28,575)

1,574,236
3,344,254

$ 4,918,490
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LIFE BRIDGES, INC.
NOTES TO FINANCIAL STATEMENTS
June 30,2015

1, Summary of Significant Accounting Policies

Nature of Activities

Life Bridges, Inc. and related entity provide program services 1o eligible mentally handicapped
individuals in Cleveland, Tennessee and Bradley County. Program services consist of day care
programs, residential services, and medicaid services. Funds are primarily provided through the fee for
service contracts with the Tennessee Department of Intellectual Disabilities Services and State of
Tennessee — ICF/MR; housing assistance payments from the U.S. Department of Housing and Urban
Development; revenue from rent paid by tenants; and grants.

Basis of Accounting

The finaneial statements of Life Btidges, Inc. and related entity have been prepared on the accrual basis

- iof B'Cgéounﬁ'ng,and accordingly reflect all significant receivables, payables and other Jiabilities.

Basis of Presentation

The Organization reports information regarding its financial position and activities according to three
classes of net assets that are based on existence or absence of restrictions on use that are placed by its
donors: unrestricted net assets, temporarily restricted net assets, and permanently restricted net assets.

Unrestricted — Net assets not subject to donor- imposed restrictions: Such net assets are available for any
purpose consistent with the Organizations missions.

Temporarily Restricted — Net assets subject to specific, donor-imposed restrictions that must be met by
actions of the Organizations and/or passage of time. When a restriction expires, temporarily restricted
net assets are reclassified to unrestricted net assets and are reported in the statement of activities as
releases from restriction. Restricted contributions received in the same year in which the restrictions are

met are recorded as an increase in unrestricted support.

Permanently Restricted — Net assets subject to donor-imposed restrictions requiring they be maintained
permanently by the Organizations. Such net assets are normally restricted to long-term investment, with
income earned and appreciation available for specific or general Organization purposes. The
Organizations do not have any permanently restricted net assets as of June 30, 2015.

Cash and Cash Equivalents

For the purpose of the statement of cash flows the Organizations consider all unrestricted highly tiquid
savestments with an initial maturity of three months or less and certificates of deposit to be cash
equivalents,

Investments
Investments are carried at cost and consist of stocks of $8,794. The cost approximates the market values
of the stock at year end.
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LIFE BRIDGES, INC.
AND RELATED ENTITY
NOTES TO FINANCIAL STATEMENTS
June 30, 2015

1. Summary of Significant Accounting Policies - (continued)

Donated Services
No amounts have been reflected in the financial statements for donated services. The Organizations pay

Property and Equipment
Disbursements for property and equipment are capitalized and reflected on the statement of financial

position at cost. Expenditures for additions and major improvements are capitalized while those for
maintenance and repairs are charged to expenses as incurred. Depreciation is computed on the
straight-line method, All equipment, furnishings and vehicles purchased with grant funds are subject to
a teversionary ownership interest on the part of the grantor agency.

Allogation:
e:costs of providing various programs and supporting services have been summarized on a functional

it the statement of activities and in the statement of functional expenses. Accordingly, certain

costs have been allocated among the program and supporting services benefited.

nt uses estimates and assumptions in préparing financial statements. Those estimates and

assumptions afféct the reported amounts of assets and liabilities, the disclosure of contingent assets and
figbilities, and the reported revenues and expenses;, On an ongoing basis, management. evalyates the
estimates and assumptions based on new information. Management believes that the estimates and
assumptions are reasonable in the circumstances; however, actual results could differ from those

estimates.

Restrieted and Unirestricted Revenue
‘Contributions received are vécorded as increases in unrestricted, temporarily restricted, or permaneritly
restricted net assets, depending on the existence and/or nature of any donor restrictions.

‘Consolidated Financial Statements |
"The financial statements of Life Bridges, Inc. and related entity include the operations of the following
entities for which control and economic interest exist:

Bradley/Cleyeland Property Development and Management, Inc., a 501(c)(3) tax exempt
ofF fon, which' provides Dept. of Housing and Urban Development residential housing for

clients of Bradley/Cleveland Services, Inc.

All significant intercompany transactions and accounts are eliminated.
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LIFE BRIDGES, INC.
AND RELATED ENTITY
NOTES TO FINANCIAL STATEMENTS
June 30, 2015

1. Suminary of Significant Accounting Policies - (continued)

Income Tax Status
The Organizations are exempt from federal income taxes under the provisions of Section 501(c)(3)

of the Internal Revenue Code. They are not classified as a private foundation.

9. Concentration of Credit Risk Arising from Cash Deposits in Excess of Insured Limits

The Organizations maintain cash balances at local financial institutions. The accounts are insured by
the FDIC up to $250,000. At June 30; 2015, the Organizations uninsured cash balances were
$4,445,257.

3. Concentration of Grant Revenue

The Organizations receive a substantial amount of support from the Tennessee Department of
Intellectual and Developmental Disabilities and State of Tennessee — ICF/MR for operations. A
major reduction of funds by these grantors, should this occur, may have a significant effect on future
operations:

4. Property and Equipment

Land $ 484,964
Land improvements 16,666
Buildings 5,803,827
Equipment, furniture & vehicles 1,614,467
Accumulated depreciation, land improvements ( 16,111
Accumulated depreciation, buildings (2,711,615)
Accumulated depreciation

equipment, furniture & vehicles (1,273.027)
Depreciation expense at June 30, 2015 ¢ 404,421

5. Debt Service Reserve
The debt service reserve is required by the terms of mortgagors. In case of default on the mortgage

payable this reserve will make the payments for one year. If no default occurs the debt service
reserve will make the final year's payment on the note.

9.
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LIFE BRIDGES, INC.
AND RELATED ENTITY
NOTES TO FINANCIAL STATEMENTS
June 30, 2015

6. Mortgage Payable

Mortgage with USDA, monthly installments of $6,592
with an interest rate of 3.75% until maturity in December,
.2048, secured by two intermediate care facilities.. $1,507,275.

6/30/16 § 29712
6/30/17 30,845
6/30718 32,022
6/30/19 33,243
6/30/20 34,512
Thereafter _1.784.562

$1.944.896

The Organizations® liability for unused anniial leave. at June 30, 2015 was $156,689:

- 1;;0'_
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LIFE BRIDGES, INC.
AND RELATED ENTITY
NOTES TO FINANCIAL STATEMENTS
June 30, 2015

8. Retirerent Plan

Life Bridges; Inc. maintains a defi ned contribution retirement plan for its employees. The plan is
approved under Internal Revenue Code Section 403(b). The plan is funded under a group annuity
contract (tax deferred) through Mutual of America Life Insurance and Annuity Company.

Employees are allowed to participate when they have reached the age of 20 and completed two
years of service. The organization did not contribute to eligible employee accounts during the
year ended June 30, 2015. Participants are 100% vested upon becoming an eligible participant in
the plan.

9. Restrictions on Net Assets

Temporarily restricted net assets at June 30, 2015 consist of $36,552 in the debt service reserve,
$3,229 restricted for a group home trip, $1,200 restricted for historical book, and $12,972
restricted for client benevolence.

Debt service reserve - A# explained in Note 5 the debt service reserve is restricted to payments

on the miortgage payable. This restriction will expire when the debt service reserve is used to
make any payments on the mortgage payable.

10, Debt Issue Costs

Debt issue costs represent loan processing fees for the Tennessee Bond Pool loans. This amount
will be amortized over the life of the loan. The breakdown of debt issue costsiis as follows:

Debt issue costs $ 28,528
Less:accumulated amortization (__28.528)
Debt isgue costs, net B it
Amortization expense for the year ended June 30, 2015 $ 469

1i. Stibsequent Events

Subsequent events were evaluated through September 28; 2015, which is the date the financial
statements were available to be issued.

1
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Bradley/Cleveland

Property
Life Development and
Bridges. Inc.  Management, Inc.  Eliminations Total

LIABILITIES ANDNET ASSETS

Current Liabilities.

Accounts payable $ 185,095 $ 67,908 $ (67,848) § 185,155
Accrued expensé’:‘s’ 533, 847 “ w 533,847
“ = 29,712

748654 67,908  (67,848) 748,714

Long-Term Liabilities
Loans payable, long-term 1,915,184 e K 1,915,184

450 6,170 - 6620

Total Liabilitiés 2,664,288 74,078 (67,848) 2,670,518

7,401,344 199058 = 7,600,402
53,953 e e 53953

7,455297 199,058 = 7,654,355

A 273,136 §_(67.848) § 10324873

212+



p. S 1S LIFE BRIDGES, INC. AN%%ELATED ENTITY
CONSOLIDATING STATEMENT OF ACTIVITIES

For the ‘Year Ended June 30,2015

Bradley/Cleveland
Property
Life Development and
.. Bridges, Inc,  Management, Inc. Eliminations

-
o

=
2

UNRESTRICTED NET ASSETS
PUBLIC SUPPORT AND REVENUE

13-

TN Dept. of Intellectual Disabilities Services $ 10,781,272 § - 3 - $ 10.781.272
U.S. Departmeiit of Housing and Urbah Develdpmeit “ 77,982 - 77.982
State of TN ICF/ID 4,610,126 ~ - 4610126
Transportation Grant 59,353 59,353
Housirig Trust Fund Grant 290,634 3 B 290.634
Medical services 512,794 - 512.794
€ity and County govemnment 6.200 - » 6.200
Client rent 243,002 93.378 - 336.380
Workshop contractiincoriie 99,171 z e 99,171
laterést income 700 = . 700
Management fee income 100,000 - (100.000) e
Gain on sale of assels 9214 = & 9,214
Miscellaneous 16355 L E - 16,335
TOTAL REVENUES 16,728,821 171.360.  _(100.000) .. 16.800,181
Net asséls released:from restrictionsy -
Restrictions satisfied by payment 4,780 w D 4.780
Nel assets restricted::

Funding of debt service reserve . (8,920) - = (8.920)
TOTAL UNRESTRICTED:SUPPORT AND REVENUE 16,724,681 171,360 (100,000 16.796.041
EXPENSES

Program servicesy

HUD - residential . 174,867 (100.000) 74.867

Medicaid waiver adilt day services 1,767,728 - - 1,767.728

Medicaid wadiver residential services 6,376,294 - 6.376.294

Medicaid waiver -:Job/OP 80,835 E 80.835

IGFAAD:services 4,381,217 = ia 4,381,217

Medical services 8,408 ___378,408

Total Program Services 12,984,482 13.059.349

Admi tive Costs 1,992,292 1.992.292
TOTAL EXPENSES 14,976,774 15,051,641
INCREASE (DECREASE)Y IN UNRESTRICTED NET-ASSETS . L747907 @350 0 - 1:744.400
TEMPORARILY RESTRICTED NET ASSETS

Contributions 6,093 “ “ 6:093

Net:assets released from restrictions:

Restrictions satisfied by payment (4.780) - “ (4.780)

Net assets restricted:

Funding of débt service reserve 8.920 - - 8.920
INCREASE IN TEMPORARILY RESTRICTED NET ASSETS 10,233 x 10233
INCREASE (DECREASE) IN NET ASSETS 1,758,140 (3,507) 1.754.633
NET ASSETS; BEGINNING:OF YEAR _..5.697:157 202,565 . 5.899.722
NET ASSETS, END-OF YEAR $ 7455297 § 199.058 5 . ¥ 7654355



;P ' S 7 ' , (p 8 7
B LIFEBR!DGES INC. AND RELATED ENTITY

SCHEDULE OF EXPENDITURES OF EEDERAL AND STATE AWARDS
For the Year Ended June 30, 2015

Federal Grantot/ Beginning Ending
Pass-Through Grantor/ CFDA  (Accrued) Cash Cash (Accrued)
Progran Title Grant [D.  Number Deferred Receipts Dishursements  Defered

FEDERAL AWARDS

.S, Department.of HUD
Pass-through TN Housing Development Agency:’
Received by Bradiey/Cleveland Property
Development and Management; Ine:

Section 8 Housing Youchers TN37-HU12-064 14177 § - & 29433 % 29433 5 -
Section 8 Housing Vouchers TN37-H112-080 14077 - 22329 22,329 -
Section 8 Housing Vouchers TN37:H112:081 14.177 - . 16,220 26,220 <

Pass-througli TN Housing Development:Agency:
HOME lnvestment Partnership Program HM-12:29 14239 = T19.606 119,606 =

U.S. Department.of Transportation
Received by Life Bridges, Inc.
‘Capital Assistance -Elderly Persons and Persons

with Disabilities .
“Total Fédéral Awards .. 780346 280346 -
STATE AWARD
TN Housing Dévelopment Agency
Received by Life Bridges, tnce:
Housing Trust Fund Program HTF-14-06 14.239 28,420 28,420 -
Housing Trust Fund Program HTF-15-F-07 142,608 142,608 _ i
171,028 171,028 -
U.S. Department:of Transportation
Pass-thraughi: TN Dépt. of Transportation
Receivedhy Life Bridges, Inc.
Capital A
with Disabilities : 6595 6,595 -

Total State:Awards ) .

Total Federal and State Awards § - & 421069 5 427969 §_ -

NOTES TO SCHEDULE OF FEDERAL AWARDS AND:STATE FINANCIAL ASSISTANCE

NOTE A - BASIS OF PRESENTATION

The accompanying schedule of expenditures of federal and state awards (the Schedule) includes the federal and state prant activity of Life Bridges. Inc:
under programs of the federal government for the year ended June 30, 2015, Bécause the Schedule presents only a selected portion of the operations
of Life Bridges, Inc., it is not intended to and does not present the financial position, ehanges it et asseis or cash Mows of Life Bridges. Inc.

NOTE B - SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES
(1) Expenditures reported on the Schedule are reported on the accrual basis of accounting.
(2) Pass-through-entity identitying numbers are presented where available,

-14-
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INTERNAL CONTROL AND COMPLIANCE
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HARTING, BISHOP & ARRENDALE, PLLC
CERTIFIED PUBLIC ACCOUNTANTS
KELVIN W. BISHOP, CPA

THOMAS H. ARRENDALE, CPA, MBA
JANICE L. HAYES, CPA

MEMBER
AMERICAN INSTITUTE OF
CERTIFIED PUBLIC ACCOUNTANTS
TENNESSEE SOCIETY OF
CERTIFIED PUBLIC ACCOUNTANTS

INDEPENDENT AUDITORS’ REPORT ONINTERNAL CONTROL OVER FINANCIAL
REPORTING AND ON COMPLIANCE AND OTHER MATTERS BASED ON
AN AUDIT OF FINANCIAL STATEMENTS PERFORMED
IN ACCORDANCE WITH GOVERNMENT AUDITING STANDARDS

To the Board of Directors of
Life Bridges, Inc.

We have audited in accordance with the auditing standards general‘ly accepted in the United States of:

Internal Controf Over Financial Repo-r:tmg

In planning and performing our audit of the financial statemerts, we considered Life Bridges; Inic.’s
internal control over financial reporting: (internal control) to determine the audit procedures that are
appropriate in the circumstances for the purpose of expressing our opinion on the financial statemerits,

................................

but not for the purpose of expressing an oplmon on the effectiveness .of Life Bridges, Inc.’s internal
control. Accordingly, we do not express an opinion on the effectiveness of Life Bridges, Inc.’s internal
controk

A def c:ency in inter nal com‘rol cx1sts when t'he design or operation of a control does not allow

deﬁc1enmes. in mterna.l control that we c0n31der to be matenal weaknesses However, material
weaknesses may exist that have not been identified.

1040 WILLIAM WAY, NW e CLEVELAND, TENNESSEE 37312 @ (423) 472-6543 @ (423) 472-6544 FAX
WWW.HBAPLLC.COM
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Compliance and Other Matters

As part of obtaining reasonable assurance about whether Life Bridges, Inc.’s financial statements are
free from material misstatement, we performed tests of its compliance with certain provisions of laws,
regulations, contracts, and grant agreements, noncompliance with which could have a direct and material
effect on the determination of financial statement amounts. However, providing an opinion on
compliance with those provisions was not an objective of our audit, and accordingly, we do nat express
such an opinion. The results of our tests disclosed no instances of noncompliance or other matters that
are required to be reported under Government Auditing Standards.

Purpose of this Report

The purpose of this report is solely to describe the scope of our testing of internal control and
compliance and the results of that testing, and not to provide an opinion on the effectiveness of the
organization’s internal control or on compliance. This report is an integral part of an audit performed in

accordance with Government Auditing Standards in considering the organization’s internal control and

compliance. Accordingly, this communication is not suitable for any other purpose:

C’le»;'el-and, Tmmes-sec
September 28, 2015

:-16-
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91
February 4, 2016

Life Bridges/Bradley/Cleveland Property Management and Development, Inc.
764 Old Chattanooga Pike SW
Cleveland, TN 37311

Dear Mrs. Jackson:

Itis my pleasure fo inform you that Life: Bridges/Bradley/Cleveland Property
Management and Development, Inc. has been issued CARF accreditation based on

Community Employment Services: Employment Supports
Community Employment Services: Job Development

Organizational Employment Services
Services Coordination

indication of your organization’s dedication and:commitment to improving the quality
of the lives of the persons served. Services, personnel, and documentation clearly
indicate an established pattem of conformance to standards.

The survey report is intended to support a continuation of the quality improvement
of your otganization's: service(s). It.contains comments on your organization’s
strengths as well as any consultation and recommendations. A quality improvement
plan (QIP) demonstrating your-organization's efforts to implement the survey
recommendation(s) must be subiiitted within the next 90 days to retain

Q1P form is posted on Customer Connect
(customerconnect.carf.org), CARF’s secure, dedicated website for accredited
organizations and organizations seeking accreditation. Please log on to Customer
Connéct and follow the guidelines contained in the QIP form.

GARF will recognize this accomplishment in its listing of orgariizations with
accreditation and encourages your organization to make its accreditation known
throughout the commiinity. Communiication of the accreditation to your referral and

and distinguish your organization. Enclosed aré soime materials that will help you
pubficizé this achievement.

You may Use the enclosed form to order-additional cerificates.

If:you have any questions regarding your organization’s accreditation or the QIP,
you are encouraged to seek support from John Hannon by email at
jhannon@ecarf.org or telephone at (888) 281-6531, extension 7198.
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Mrs. Jackson 2 February 4, 2016

GARF encourages your-organization to continue fully and pre yductively using the
CARF staiidards as part of its ongoing commitment to acereditation. CARF
commends your organization’s commitment.and consistent efforts to improve: the
quality of its service(s) and looks forward to working with your orgariization in its
ongoing pursuit of excellence.

Sincerely,
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. Kenneth A. Nope, LPC-MHSP
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Organization

Life Bridges/ Bradley/Cleveland Property
Management and Development, Inc. (LBI)
764 Old Chattanooga Pike SW

Cleveland, TN 37311

Organizational Leadership

Diana L. Jackson, M.Ed., LCSW, M.S.S.W.

Three-Year Accreditation
Day-Setvices/Quality Assurance, Ditector

Survey Dates

December 9-11, 2015

William M. Ferney, M.Ed,, CADAC, LADC 1, Administrative Sutveyor

|, Julia Dotson, LAC, Program Sutveyor
.; Stuart Munger, Program Sutveyor
Deborah Jones, M.Ed., Progtam Sutveyor

Programs/Services Surveyed

Community Employment Setvices: Employment Suppoxts i
Commmunity Employment Setvices: Job Development.

Community Housing

Community Integration

Host Family/Shared Living Services

Organizational Employment Services

| Setvices Coordination

|| ‘Supported Living

I Case Management/Services Coordination: Psychosocial Rehabilitation (Adults)
| Community Housing: Psychosocial Rehabilitation (Adults)

Community Integration: Psychosocial Rehabilitation (Adults)
Previous Survey
December 12:14, 2012

' Survey Outcome

Three-Year Accreditation
| 'Expiration: January 31, 2019
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PROJECT COMPLETION FORECAST CHARII30 am

Enter the Agency projected Initial Decision date, as published in T.C.A. § 68-11-1609(c): 7/27/16

Assuming the CON approval becomes the final agency action on that date; indicate the number of days

from the above agency decision date to each phase of the completion forecast.

Phase

Architectural and engineering contract signed

DAYS
REQUIRED (MONTH/YEAR)

Anticipated Date

2. Construction documents approved by the Tennessee
Department of Health 60 9/2016

3. Construction contract signed

4. Building permit secured

5. Site preparation completed

6. Building construction commenced 680 9/2016

7. Construction 40% complete 90 10/2016

8. Construction 80% complete 120 11/2016

9. Construction 100% complete (approved for occupancy 150 12/2016
10. *Issuance of license 180 1/2017
11. *Initiation of service 180 1/2017
12. Final Architectural Certification of Payment 180 1/2017
13. Final Project Report Form (HF0055) 210 2/2017

* For projects that do NOT involve construction or renovation: Please complete items

10 and 11 only.

Note: If litigation occurs, the completion forecast will be adjusted at the time of the final

determination to reflect the actual issue date.

22 R
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Life Bridges, Inc. 1030 o
P.O. Box 29, 764 Old Chattanooga Pike, SW, Cleveland, TN 37311 :
DlarTE'I Jackson, MISSW, LCSW @\\\\\Q\NMMJ@
Email: DLUACKSON59@hotmail.com & N7
Office: {423) 421-6436

Nationally Accredited Rehabilitation Center Since 1995 90 !:ﬁ,

e

May 25, 2016

Melanie Hill, Executive Director

Health Services and Development Agency
502 Deadrick Street, 9" Floor

Nashville, TN 37243

Dear Ms. Hill:

Life Bridges has submitted an application to relocate Cate House, an existing ICF-IID home
operated by our agency since 1995. The relocation is to move 6 men supported in the Cate
house which has 4 bedrooms to another facility owned by the agency which has 10 bedrooms.
This will give the residents much needed living space and more privacy. The project is
economically feasible, and it will contribute to the orderly development and provision of health

care for the residents.

The relocation does not change the licensed bed count, scope of services, home county, service
area, accessibility, ownership, or management. For these reasons, we respectfully request that it
be scheduled for consent calendar review.

Thank you very much for your consideration.
Sincerely,

Diana Jackson

CEO/Life Bridges
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1. Section A, applicant Profile, Item 1

it appears the applicant placed the address of Life Bridges, Inc. for the proposed
facility location. The address of the proposed facility should reflect the actual
address of the proposed location. Please correct and resubmit the first page of
the application.

Response: Lockhart House street address replaced address under Name of Facility.
The amended Page 1 is attached, Item 1.

2. Section A, Applicant Profile, Item 3

Please provide a copy of the applicant facility’s corporate charter and/or submit
documentation from the Tennessee Secretary of State that acknowledges and
verifies the type of ownership as identified by the applicant.

Response: Certificate of Existence/authorization from Secretary of State and-Articles of -
amendment to the Charter of Bradley Cleveland Services, Inc are attached.

3. Section A. (Applicant Profile) Iltem 6

It is noted Lockhart house is owned by Bradiey Cleveland Property Management
which is managed by Life Bridges, Inc. However, please provide a fully executed
option to lease or lease agreement, or other contractual agreement that
demonstrates Life Bridges, Inc. has a legal interest in the Lockhart site.

It is noted the Lockhart House will be managed by Life Bridges, Inc. Please
explain what type of services are involved in the management of the Lockhart
house. Is there an existing contract in providing management services? If so,
please provide.

Response: Bradley Cleveland Property Management is an entity of Life Bridges, Inc.
(formerly Bradley/Cleveland Services, inc.). Bradley Cleveland Property Management
and Life Bridges, Inc. each have a federal tax id number. Please find attached the
Department of State Articles of Amendment to the Charter (Nonprofit) documenting the
name change from Care and Growth Home, Inc. to Bradley/Cleveland Property
Development and Management, Inc., Bradley/Cleveland Services, Inc./Care and Growth
Home, Inc. Board Resolution/Amendment to the Articles of Incorporation demonstrating
the relationship between Bradley/Cleveland Services, Inc. (currently Life Bridges, Inc.)
and Bradley/Cleveland Property Development and Management, inc., and the deed to
Lockhart House.

Life Bridges’ Maintenance Department provides oversight of all property maintenance
and repair.
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4. Section A. (Applicant Profile) ltem 4 and Item 6 (Legal Interest in the site of the
Institution)

Your response is noted. For the benefit of the Agency members and reviewers,
please provide a brief description of the applicant, Life Bridges, Inc. Please
include in your description the mission of the not-for-profit corporation, the types
of services it provides, and the locations of its operating facilities.

Response: Life Bridges provides a comprehensive range of habilitation services for
adults with intellectual disabilities. Life Bridges is committed to providing exceptional
services to the individuals served, their families, and community to promote
independence, respect, and trust while meeting its social and financial responsibilities.
Life Bridges believes all people have the right to live, work, and socialize in their
community. Abilities are a primary focus rather than disabilities. Life Bridges believes
persons served should have the freedom to function in an open, non-restrictive
environment consistent with the rights of other people their age. These beliefs are the
impetus for promoting opportunities for all people to choose where they live, work and
with whom they develop relationships.

Life Bridges believes the provision of quality services is strengthened by a commitment
to integrity. Services are based upon a strong commitment to ethical behavior, quality
services and supports, innovation, teamwork, and compassion. These core values
provide the impetus that results in changed lives and quality of life for each individual
served by Life Bridges.

Life Bridges’ services include residential services, personal assistance services, day
services, supported employment services, medical services, therapies, social services,
respite services, and Intermediate Care Facility Services (ICF/IID). Residential and
respite services are provided through homes throughout Bradley County. Day Services,
pre-vocational services, and supported employment services are provided through the
main center. Therapy services include physical therapy, speech therapy, occupational
therapy, behavioral therapy, and nutritional therapy. The medical clinic hosts two
physicians, a physician’s assistant, and a nurse practitioner along with a staff of nurses
and provides primary care physician services for individuals who choose that service.
The ICF/IID serves twenty individuals in four homes located throughout the county.

The following is a list of the facilities operated by Life Bridges, Inc.

Main Office 764 Old Chattanooga Pike, Cleveland TN 37311

Hunt Opportunity Ctr. 764 Old Chattanooga Pike, Cleveland TN 37311
Residential-Annex Building 764 Old Chattanooga Pike, Cleveland TN 37311
4755 Frontage Road, Cleveland TN 37312

1100 Blythe Ferry Road, Cleveland TN 37312
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3745 Adkisson Drive, Cleveland TN 37312
3004 Pleasant Grove Road, Cleveland TN 37311
2420 Hensley Road, Cleveland TN 37312

2601 Bower Lane, Cleveland TN 37311

2611 Bower Lane, Cleveland TN 37311

110 Country Club Drive, Cleveland TN 37311
131 Crossing Place, Cleveland TN 37323

2021 Glenwood Drive, Cleveland TN 37311

207 Kile Lake Road, Cleveland TN 37323

209 Kile Lake Road, Cleveland TN 37323

415 Mohawk Drive NW, Cleveland TN 37312
713 Old Chattanooga Pike, Cleveland TN 37311
729 Old Chattanooga Pike, Cleveland TN 37311
737 Old Chattanooga Pike, Cleveland TN 37311
3510 Pinecrest Avneue, Cleveland TN 37311
168 Savannah Ridge Trail, Cleveland TN 37323
2311 Wolfe Drive, Cleveland TN-37311 - - - - -
5101 Bradley Street, Cleveland TN 37312

4001 Dalton Pike, Apt. A, Cleveland TN 37311
4011 Dalton Pike, Apt. D, Cleveland TN 37323
4015 Dalton Pike, Apt. F, Cleveland TN 37323
2630 Lynda Circle, Cleveland TN 37323

3924 Morningside Drive, Cleveland TN 37312
3934 Morningside Drive, Cleveland TN 37312
3944 Morningside Drive, Cleveland TN 37312
3954 Morningside Drive, Cleveland TN 37312
3964 Morningside Drive, Cleveland TN 37312
3984 Morningside Drive, Cleveland TN 37312
690 Old Chattanooga Pike, Cleveland TN 37311
3915 Pryor Road, Cleveland TN 37312

3935 Pryor Road, Cleveland TN 37312

3955 Pryor Road, Cleveland TN 37312

3965 Pryor Road, Cleveland TN 37312

3975 Pryor Road, Cleveland TN 37312

3985 Pryor Road, Cleveland TN 37312

2800 Rogers Drive, Cleveland TN 37323

2206 Southfork Road, Cleveland TN 37323
3370 Waterlevel Hwy, Cleveland TN 37323
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5. Section B, Project description, Item 1
Please explain HCBS: Home and Community Base Services (HCBS)

Response:
Federal HCBS Waivers

The 1915(c) waivers are one of many options available to states to allow the
provision of long term care services in home and community based

settings under the Medicaid Program. States can offer a variety of services under
an HCBS Waiver program. Programs can provide a combination of standard
medical services and non-medical services. Standard services include but are
not limited to: case management (i.e. supports and service coordination),
homemaker, home health aide, personal care, adult day health services,
habilitation (both day and residential), and respite care. States can also propose
"other" types of services that may assist in diverting and/or transitioning
individuals from institutional settings into their homes and community.

Tennessee’s Administration of the HCBS waiver

The Statewide Waiver (0128.R05) serves adults with intellectial disabilities and
children under age six with developmental délays Who'qualify for:and, ‘absent the
provision of services provided under the: Statewide"Waiver,‘'would require placement
in a private Intermediate Care Facility for-Individuals withintellectual. Disabilities
(ICFAID).

The Statewide Waiver offers a continuum of servicesithat are selected:by.each
person supported pursuant to a person-centered.planningjprocess and:support each
person's independence and full integration irito the'commugity, including .opportunities
to seek employment and work in competitive ifitégrated settings:and-engage in
community life. Services are delivered in a manner whiéh’ensures each individual's
rights of privacy, dignity, respect and freedom from coercion and restraint; optimizes
individual initiative, autonomy, and independence in making:life choices; and are
delivered in a manner that comports fully with standards applicableto HCBS settings
delivered under Section 1915(c) of the Social Security Act, including those
requirements applicable to provider-owned or controlled homes, except as supported
by the individual's specific assessed need and set forth in the person-centered
Individual Support Plan.
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The Department of Intellectual and Developmental Disabilities (DIDD) serves as the
Operational Administrative Agency for this waiver, which is administered under the
oversight of the Bureau of TennCare.

Services offered by the Tennessee HCBS Statewide Waiver

Adult Dental Services

Behavioral Respite Services

Behavior Services

Employment and Day Services
Environmental Accessibility Modifications
Family Model Residential Support
Individual Transportation Services
Intensive Behavior Residential Services
Medical Residential Services

Nursing Services

Nutrition Services

Occupational Therapy Services
Orientation and Mobility Services for Impaired Vision
Personal Assistance

Personal Emergency Response Systems
Physical Therapy Services

Residential Habilitation

Respite

Semi Independent Living

Specialized Medical Equipment & Supplies & Assistive Technology
Speech, Language, & Hearing Services
Supported Living

Support Coordination

Transitional Case Management

OO0cOoocoOoo0oO0oo0ooouooDoooooocoaoog

Please clarify if applicant will request Consent Calendar for the proposed
project. If so, please specify the reasons for requesting Consent Calendar
by addressing each of the three criteria: 1) Need, 2)Economic feasibility,
and 3)Contribution to the Orderly development of Health Care.

Response: The letter requesting the consent calendar is attached.
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What is the current square footage of each bedroom in the existing home
and the square footage of each bedroom in the proposed ICFIID home?

Response:

Cate House (existing home) Lockhart House (proposed home)
Bedroom 1: 166 square feet (1 person) Bedroom 1: 122 square feet (1person)
Bedroom 2: 178 square feet (2 persons) Bedroom 2: 110 square feet (1person)
Bedroom 3: 166 square feet (2 persons) Bedroom 3: 122 square feet (1 person)
Bedroom 4: 190 square feet (1 person) Bedroom 4: 140 square feet (1 person)

Bedroom 5: 122 square feet (1person)
Bedroom 6: 122 square feet (1 person)

What is the age of the Cate home?

Response: Cate House is 21 years old.

What is the age of the Lockhart House home?
Response: Lockhart house is 32 years old.

What is the driving distance between the current home and the proposed
home?

Response: The driving distance between the two homes is 8.0 miles (see
attachment)

Cate House is located at 2601 Bower Lane, Cleveland TN 37311 and Lockhart
House is located at 3745 Adkisson Drive Cleveland TN 37311.

6. Section B. (Plot Plan)

Your response is nhoted. However, please indicate the location of the
structure on the site and resubmit.

Response: See attachment Plot Plan with identified structure Lockhart House

Tennessee Code Annotated 33-2-418 indicates that the DMHDD “shall not
license more than two (2) such residential facilities with five hundred (500)
yards in direction from other such facilities hosing service recipients.
Please verify the proposed ICF/IDD facility is not located at least 500 yards
from other similar facilities.
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Response: Lockhart House is located 0.8 miles from the next closest similar
facility. See attached map.

7. Section B (Floor Plan)

The floor plan is noted. However, if approved, please clarify the plans for the
extra 4 bedrooms in the proposed home.

Response: Plans for the extra bedrooms are office space, sensory/quiet activity space,
and therapy space.

8. Section C, Need Item 1
State Health Plan

Please discuss how the prosed project will relate to the 5 Principles for achieving
Better Health found in the State Health Plan.

1. The purpose of the State Health Plan is to improve the health of Tennesseans.

Response: Each person’s health is the result of the interaction of individual behaviors,
social factors, the environment, health care, and our genetic endowment. The State
Health Plan serves to facilitate the collaboration of state agencies and stakeholders to
improve health with respect to these factors, focusing particularly on behaviors, social
factors, and the environment,

Environmental: The proposed project will enlarge the living space of the individuals
affected by the proposal. Lockhart House has ten bedrooms; six will be used for
bedrooms providing each individual their own personal space. The remaining bedrooms
will be repurposed for therapy uses, sensory/activity rooms, and sitting areas. Lockhart
House offers space to retreat to a quieter environment to destress while, at the same
time, providing roomy areas for socialization. A private bedroom offers the individual
served the opportunity of choice of social or private time. Having two living areas in the
home offers the choice of socialization within small groups or a larger group.

Behavioral: Each person served will have a private room to retreat to when they are
feeling anxious or when another house mate is feeling anxious and having extreme
behaviors. A place to avoid undesired stimulus will decrease anxiety in the persons
served which improves the overall health of the individual. With this move we should
see a decrease in anxiety, behaviors, and self-injurious behaviors (SIB’s). A reduction in
these behavioral issues could result in the reduction of medications prescribed for these
challenges.
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Social factors: The outcomes impacted will be behaviors andi:-,-__'s"ocialization of the person
served. A reduction in behaviors due to anxiety will be looked as success. A decrease in
anxiety in the persons will increase opportunities for socialization with persons served.

[CF/IID event management is conducted weekly. Behavioral trends are monitored
through event documentation and will indicate the success/challenges of the move. Al
six individuals affected by this project receive ongoing behavioral therapy and are
followed by their Primary Care Physician and Psychiatrist for mental health issues.
These professionals will also be tracking the success/challenges of the move through
the event documentation and observation/interview with the individuals.

2. Every citizen should have reasonable access to health care.

Response: Geographical: There will not be an appreciable change in access as
Lockhart House is located on 2 miles closer to the nearest local emergency room and
hospital than Cate House.

Insurance: There will be no changes in insurance coverage.

Technology: The larger space allows for more advanced equipment and needed
equipment to be located onsite.

Disparity in types of services: At present time there is a need for Medical Residential
and Supportive Living homes in the HCBS waiver. This proposal will open up a home
that may be used as a Medical Residential home. This will provide more opportunities
for individuals to receive needed medical services in the home.

3. The State’s health care resources should be developed to address the needs of
Tennesseans while encouraging competitive markets, economic efficiencies and
the continued development of the state’s health care system?

Response: The private rooms and larger space will decrease self-injurious behaviors,
anxiety and stress. This decrease will create less medical interventions needed,
therefore decreasing medical expenses. It may also result in the decreased need for
medications which will reduce health care cost.

This proposal will make available a home that may be used as Medical Residential
home. This opportunity encourages economic efficiency by creating a more cost
efficient way to provide accessible services to a greater number of people. Many of our
people served in the medical residential model qualify for an ICF\DD or nursing home
but are able to be served at a lower more efficient cost in a community setting.

The state and national move toward greater choice of health care services provides
more accessibility to health care providers and opportunity for competition in health care
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services. Advertisement and description of services in brochures, website, and annual
Quality Assurance Analysis that Life Bridges will present to the general public will allow
us to compete in the in the health care market.

4. Every citizen should have confidence that the quality of health care is
continually monitored and standards are adhered to by health care providers.

Response: The final project is regulated by multiple entities that require quality health
care providers. As in the past, Life Bridges will continue to meet the standards put forth
by CMS, CARF, Licensure, and individual health boards for all clinicians such as
Nurses, Physician Assistants, Medical Doctors, Physical Therapist, Behavior Analyst,
Speech and Language Therapist and all other licensed clinicians.

The final project is regulated by multiple entities that require health care providers to
obtain training and official continuing education credits and hours. As in the past, Life
Bridges will continue to meet the standards put forth by CMS, CARF, Licensure, and
individual health boards for all clinicians such as Nurses, Physician Assistants, Medical
Doctors, Physical Therapist, Behavior Analyst, Speech and Language Therapist and all
other licensed clinicians.

5. The state should support the development, recruitment, and retention of a
sufficient and quality health care workforce.

Response: This project will move staff from Cate House to Lockhart House but will not
alter the number of employees.

It will provide an improved environment for the existing workforce in both ICF/IID and
Medical Residential services.

9. Section C. (Need) Item 1 (General Criteria-Relocation)
Please complete a. and b. below.

SERVICE SPECIFIC CRITERIA AND STANDARD REVIEW

CONSTRUCTION, RENOVATION, EXPANSION, AND REPLACEMENT OF HEALTH
CARE INSTITUTIONS :

For relocation or replacement of an existing licensed health care institution:

a. The applicant should provide plans which include costs for both
renovation and relocation, demonstrating the strengths and weaknesses of
each alternative.
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Response:

Plan for Renovation of Cate House

Cost:

$87,032.00 - Add-on two bedrooms with closets (178sq’ each) with access corridor, exit
doors and sprinkler expansion. (150sq’). 506sq'x $172.00/sq’.

$8,550.00 - Relocate two closets and create corridor in existing structure to access
one existing bedroom and two new bedrooms. 95sq'x $90.00/sq’.

$7,500.00 - Upgrade and expand existing HVAC system to handle additional square
footage.

$2,500.00 - Relocate House Generator

$60,000.00 - Site Preparation — Back fill dirt approx. 450cu yards, compact and
excavate.

$165,582.00 - Estimated total cost — 601sq’x $275.00/sq’

*Cost/square foot input used from CON approved applications 2013 —
2015 for Nursing Home Construction per Square Foot (Median Range)

Weaknesses:

- The home is landlocked on the front and two sides and would not be conducive
to an addition according to the existing house plan. The backside of the house _
where the house plan would be conducive to an addition would require excessive
backfilling since the grade elevation drops 15’ at a steep decline 6’ beyond the
back wall.

- The home is greatly needed AS IS with no renovation required to use as a Med
Res 4 person home ASAP.

- Proposed Lockhart home, funding for which is being phased out by the State, will
require costly renovation to convert to a duplex supported living home or be sold.

- The clients living in the current home will be affected adversely by the new
construction and alteration of the home.

- The cost of transitional housing for the individuals during the renovation would
have to be considered.

The living room space (360 square feet) is inadequate for a 6 person home with
staff.

- Renovation cost is estimated at $165,582.00. The proposed project cost is
estimated to be $114,064.00.
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Strengths:
- There are no real strengths to a plan involving renovating Cate House rather than

relocating to Lockhart House.

Plan for Relocating to Lockhart House

Cost:
See Project Costs Chart (p 51 in CON application submitted 5/6/16)
Total estimated project cost: $114,064.
Weaknesses:
- There are no appreciable weaknesses.
Strengths
- There are minimal renovation needs to prepare the home.
- There is a generous living and dining area which will help with behavior
challenges.
- Cate House will be available to meet a need for a medical residential home.
- The individuals served will have a private bedroom and double the number of
bathrooms available for their use.
- Transitional living issues during renovation will be avoided by not renovating
Cate House.
- This plan is more cost effective.

b. The applicant should demonstrate that there is an acceptable existing or
projected future demand for the proposed project.
Response: There has been only 1 bed change in ICF/IID services in Bradley
County in the last five years. That bed was filled within two months. This low
turnover rate has existed throughout the history of ICF/IID services in Bradley
County. Using that trend to project into the future, there should be no concern
about being able to maintain the occupancy rate at Lockhart House. The change
is an upgrade in services for the individuals at Cate House. Future ICF/IID
service recipients will be grateful for a private bedroom, plenty of bathrooms and
ample common areas in their home.

10. Section C. (Need) Item 1 (Service Specific Criteria-ICF/IID Facilities)

B. Service Area 1.

Please complete the following table of driving distances and driving time for basic
services from the proposed ICF/IID location:
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Driving Distance table

Service Closest Location Driving Distance Driving Time
Nearest Cleveland 0.0 located in 0.0 located in
Incorporated City Cleveland City limits | Cleveland City limits
Hospital Tennova 2.8 miles 6 minutes
Physician Offices | Varies
EMS Fire Station Cleveland Fire 1.7 miles 4 minutes

Dept. Guthrie St
Day Treatment (if | Life Bridges Inc. 7.1 miles 13 minutes
applicable)
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11. Section C (Need), Item 3

The response regarding the proposed service area is noted. Please note if this
facility will be located near families and relatives of the identified residents who
will be placed in this facility.

The houses are only 8 miles apart so the proximity to family and relatives of the
residents remains functionally unchanged. Some of the men do have family in
Cleveland. Others have family within a 1-3 hour drive. The move will alter the distance
away from or toward family members by a maximum of 15 minutes.

12. Section C, Economic Feasibility, Item 5

Your response is noted. Please complete the following table identifying the
project’s gross charge, average deduction from operating revenue, and average
net charge per patient day. The applicant should divide the total patient days in
Year One of the Projected Data Chart into the total gross charges, deductions
from operating revenue total, and total net charges to calculate the charges.

Year One Year Two

Average Gross Charge
(Gross chargesl/total 1,225,994/2,190 =559.81 | 1,232,993/2,190=563.01
days)

Average Deduction
(Total Deductions/total 0 0
days)

Average Net Charge
(Total Net Operating 84,553/2,190=38.61 77,124/2,190=35.22
Revenue/total days)

In addition, please indicate the percentage of resident SSI (supplemental security
income) funds that are dedicated for care expenses. Please indicate if SSl is used
for rent or for personal care services. In addition, please indicate if client food
stamps are used for food expenses.

Response: Percentage of SSl funds dedicated for care expense = ZERO

SSl is NOT used for rent or personal care services, no ICF/IID client’s receive food
stamps.
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13. Section C. (Need) ltem 4 (Population Demographics)

Your response to this item is noted. Using population data from the Department of
Health, enrollee data from the Bureau of TennCare, and demographic information from
the US Census Bureau, please complete the following table and include data for each
county in your proposed service area.

Populations Table

Variable Bradle | Polk McMin | Meigs | Monro | Tennesse
y County | n County | e e
County County County
Current year 13,999 | 2,872 1,885 8,813 7,318 753,462
(CY), Age 65+
Projected Year | 17,879 | 3,680 11,089 | 2,677 10,398 | 1,091,516
(PY), Age 65+
Age 65+, % 14% 12.3% |18.7% |17.7% |191% |16%
Change
Age 16.9% [21.1% |20.4% [21.9% |21.7% |16.0%
65+,%Total(PY
)
CY, Total 98,963 | 16,825 |52,266 | 11,753 |44,519 |6,346,105
Population
PY Total 105,549 | 17,442 | 54,449 |12,221 |47,980 |6,812,005
Population
Total Pop. % 3.9% 2.1% 2.3% 2.0% 4.3% 4.3%
Change -
TennCare 23,201 | 4,434 12,979 | 3,373 12,297 | 1,534,367
Enrollees
TennCare 23% 26% 25% 29% 28% 24%
Enrollees as %
of Total
Population
Median Age 38 43 42 43 42 38 years
years years years years years
Median $41,583 | $39,43 | $39,644 | $33,06 | $37,20 | $44,361
Household 4 1 2
Income
Population % | 18% 18% 18% 21% 19% 18%
below Poverty
Level

Sources: http:HcensusreQorter.org.’grofiles!04000US47-tennesseeicounties

http://www.census.gov/quickfacts
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14. Section C. (Need) Item 6 — No projected utilization with documented
methodology

Please provide the projected number of annual bed resident days and the
details regarding the methodology used to project “resident bed” days
during the first year of operation and resident bed days during the second
year of operation.

Response: Resident bed days are 365 days per year times the number of
persons in the home (6) for a total of 2,190 resident days per year. No changes
in occupancy are expected in year one or year two, therefore, the resident bed
days for each year are 2,190.

Using the chart below, please provide the occupancy and utilization for the
past three years for the ICF/IIDs currently located in Bradley County.

2013 | 2013 | 2013 | 2014 | 2014 | 2014 | 2015 | 2015 | 2015
County | Facility/Address | Lic. | ADC % Lic. | ADC % Lic. | ADC %
Beds Occup. | Beds Occup. | Beds Occup.

Bradley LBI/Cate/2601
Bower Ln SE, 6 6 100 6 6 100 6 6 100
Cleveland, TN
37323
Bradley | LBI/Edgemon/209
Kile Lake Rd SE, 4 4 96 4 4 100 4 4 100
Cleveland, TN
37323
Bradley | LBI/Mcintire/207
Kile Lake Rd SE, 4 4 100 4 4 100 4 4 100
Cleveland, TN
37323
Bradley | LBI/Wright/2611
Bower Ln SE, 6 6 100 6 6 100 6 4 100
Cleveland, TN
37323

15. Section C. (Economic Feasibility) Item 1. (Project cost chart)

The applicant Letter of Intent notes a Project cost of $585,000 while the provided
Project costs chart lists $114,064. Please clarify.

The following definition regarding items acquired by lease in Tennessee Health
Services and Development Agency Rule 0720-2-01 (12)(d) states “If the
acquisition is by lease, the cost is either the fair market value of the property, or
the total amount of the lease payments, whichever is greater.”

Please provide documentation of the fair market values of both the land and the
building and the calculation of the total amount of any applicable lease payments
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over the term of the lease. Please insert the greater amount in line B.1 of the
project costs cost and resubmit a revised chart.

Please provide documentation from licensed construction industry professional
(i.e. architect, builder, engineer) describing the project’s facility required
modifications and his/her estimate of the cost to complete the modifications to
provide a physical environment, according to applicable federal state and local
construction codes, standards, specifications, and requirements, including the
latest AIA Guidelines for Design and construction of Health Care Facilities and
the Americans with Disabilities Act.

Response: It was discovered in the process of gathering information for the
supplemental package that only the fire safety construction costs had been added to the
Projected Costs Chart. The construction costs were added as documented in the
architect's estimate. The construction cost estimate should be $117,064 with $3,000
CON filing fee and the value of the property is $505,000 for a total estimated project
cost of $622,064. See attached Project Costs Chart and other replacement pages.

16. Section C. (Economic Feasihility) Item 3 (Comparison of the cost per square
foot to other ICF/IID projects).

Your response is noted. Please compare the renovation cost per square foot of
construction to similar ICF/IID projects recently approved by the Health Services
and Development Agency.

Response:
1. Michael Dunn Center, CN1602-006

A 10 bedroom home was renovated to become a four bedroom ICF/IID home.
The projected renovation cost per square foot for this approved project was
$54.60.

2. Michael Dunn Center, CN1509-038
A 10 bedroom home was renovated to become a four bedroom ICF/IID home.
The projected renovation cost per square foot for this approved project was
$37.50.

Summary: The projected renovation cost per square foot for the renovation of
Lockhart House is $21.38 thus making it less than either of the comparable
projects.

17. Section C. (Economic Feasibility) Item 4 (Historical Data Chart)
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Historical Data chart
Please specify the unit of measure for A. Utilization Data, (i.e. days)

Please indicate the actual number of patient days provided in Years 2013, 2014,
and 2015 on line A. Utilization Data in the Historical Data Chart. Please review and
resubmit.

It is noted the applicant used “thousands” for the amounts included in the
historical data chart. Please apply the actual dollar amounts and include the
revisions in the Historical Data chart.

Please briefly discuss the bed taxes for 2013-2015.

It is noted the applicant applied a bed tax as a contractual adjustment for 2013,
2014, and 2015. However, please designate the bed taxes in D. 8 “other
expenses.” g el - un B

Why is there $9,000 designated as interest under Capital Expenditures for 2013
and 20147

The Historical Data Chart shows no Provision for charity Care and/or Bad Debt.
Please explain.

Please provide a total for the capital expenditures line.

Please complete the following for line “D.8. Other Expenses (Specify) in the
Historical Data Chart.

Response:
The unit of measure for utilization data = 365 x 6 beds = 2190 days.
Historical Data Chart revised and included.

Bed Tax = tax levy form the State of Tennessee based on payments received from
TennCare.

The Bed Tax was moved to “other expenses” as requested.

The $9,000 that was designated as interest under Capital Expenditures has been
moved to interest under Operating Expenses (it's the mortgage interest paid).

There is no provision for bad debt because there is no bad debt.

Life Bridges has no anticipated Capital Expenditures budgeted.
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See attached Historical Data Chart — Other Expenses (spreadsheet)
Projected Data Chart
Please specify the unit of measure for A. Utilization Data, (i.e. days)

It is noted the applicant used “thousands” for the amounts included in the
historical data chart. Please apply the actual dollar amounts and include the
revisions in the Projected Data Chart.

Please indicate the number of resident days projected in Year One and Year Two
on line A. Utilization Data in the Projected Data Chart. In addition, it appears there
are calculation errors in Net Operating income (loss) lines for 2017 and 2018.
Please revise and resubmit.

Please complete the following for Line D.8. Other Expenses (Specify).
Response:

Unit of Measure for utilization data = 2,190 days

Projected Data chart revised and attached.

See attached Projected Data Chart — Other Expenses (spreadsheet)

18. Section C. (Economic Feasibility) 6.a and 6.b

The Current per diem rate of $585.77 is noted. However, please provide the
prosed per diem rate as reflected in the Projected Data Chart.

The three homes of Wright, Mcintire, and Edgemon are noted. Please indicate the
location of the three homes.

It appears the applicant’s per diem is lower than the three ICF/IID facilities listed.
Please discuss why this is so.

Please clarify what clinical services are included in the per diem charges.

Response:
Proposed (estimated) per diem rate for FY 2017 = $571.07
Proposed (estimated per diem rate for FY 2018 = $592.89 *addition of full-time staff,

health insurance costs

Wright House location is 2611 Bower Lane, Cleveland TN 37323
Mcintire House location is 207 Kile Lake Road SE, Cleveland, TN 37323
Edgemon House location is 209 Kile Lake Road SE, Cleveland, TN 37323
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Per diem rates are calculated based on that home’s expenses for the previous year.
Each home has residents with varying levels of need, medical needs and activities thus
expenses for each home vary.

Clinical services include physical therapy, occupational therapy, speech therapy,
behavioral therapy, nutritional therapy, nursing services, and medical costs not covered
by insurance.

19. Section C (contribution to Orderly Development) Item 3. (Current & anticipated
Staffing)

A) Provide a staffing chart for this proposed home only which includes the
following:

Staffing Proposed (FTE) LBI/TN Dept. Workforce
Development prevailing wages
Resident Manager .50 FTE $13.13
Qualified ID Professional 25 FTE $14.42/$14.80
RN 25 FTE $20.58/27.10
LPN 2.0FTE $16.20
Direct Support Workers 18.0 FTE $9.50
Nutrition Therapist A0 FTE $38.85/29.26
Behavior Analyst ASFTE $31.22/30.83*closest match was
clinical psychologist.
Physical Therapist A5 FTE $40.95/44.61
Occupational Therapist A0 FTE $50.40/43.58
Speech Therapist A5 FTE $36.00/37.83
Housekeeping Maintenance and 1.0 FTE $13.23
Grounds
Other Central Office Support 1.0FTE $20.00
Personnel .
Total 23.65 FTE $304.48

See attached Employment Wage Statistics for documentation of comparison source.

It is noted the staff of the proposed home will be shared with another home.
Please clarify where this home is located and the distance from the proposed
home.

Response: From the date of the transition to Lockhart House until the same process can
be completed for the second home, the distance between the two homes is 6.7 miles.
We anticipate submitting a request to relocate the other ICF/IID home to a renovated 10
bedroom home by February 2017. If that request is successful, the homes will be .8
miles apart. We are currently looking at strategies to provide the highest quality of care
to the residents impacted by the sharing of staff during the transition period.
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It is noted Alisha Y. Gaines certification status is CCC-SLP. Please clarify the
licensure level of the certification and what CCC-SLP represents.

Response: CCC-SLP = Certificate of Clinical Competence-Speech Language
Pathology.

Ms. Gaines holds a Master of Arts in Communication Disorders.
20. Section C (contribution to Orderly Development) ltem 7

Please provide the latest State of Tennessee Department of Intellectual and
Developmental Disabilities licensure inspection.

See attached survey.
21. Project Completion Forecast Chart

The applicant entered June 1, 2016 as the Agency projected Initial Decision Date.
Please enter the agency initial decision date on the top of the Project completion
Forecast Chart and resubmit a replacement page. If the applicant is requesting
consent Calendar the earliest Initial Decision Date is July 27, 2016.

See attached Project Completion Forecast Chart
22. Proof of Publication

Response: It was confirmed via phone conversation that a full page of the newspaper
was supplied with the original copy of the application.
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U Name change

C Name of organization

LIFE BRIDGES INC
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23-7374336
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P O BOX 29
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423-472-5268
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E] Application pending

CLEVELAND

TN 37364-0029
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16,734,914

DIANA

Name and address of principal officer:
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PO BOX 29
CLEVELAND

TN 37364-0029
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Hic) Group exemption number P

K Fomn of organization;

r}ﬂ Corparation | I Trust

|_-I Associalion | I Other >

|L Year of formation: 1975

|m State of fegal domiclle: TN

¥ Summary

1 Briefly describe the organization's mission or most significant activities: .
8 ; CARE OF DEVELOPMENTALLY DISABLED. PERSONE .. pmusmmmansmnzss sqgpinrgispsisimmeag
e
ll>) ....................................................................................................................................
3 2 Check th|s box P D if the organization discontinued its operations or disposed of more than 25% of its net assets.
o | 3 Number of voting members of the governing body (Part VI, line1a) . 3 | 12
'_g 4 Number of independent voting members of the governing body (Part VI, linetb) 4 12
S| 5 Total number of individuals employed in calendar year 2014 (Part V, line 2a) s | 707
2 6 Total number of volunteers (estimate if necessary) 6 | 45
7a Total unrelated business revenue from Part VIll, column (C), line12 7a 0
b Net unrelated business taxable income fromForm990-T, line34 .. ... ............................o.ooooiiiiines 7b 0
Prior Year Current Year
o| 8 Contributions and grants (Part VIIl, line 1h) 14,307,426 15,753,678
g 9 Program service revenue (Part VIll, line2g) 1,063,596 854,967
3 | 10 Investment income (Part VIll, column (A), lines 3, 4, and 7d) -83,577 9,914
% | 41 Other revenue (Part VIIl, column (A), lines 5, 6d, 8c, 9¢, 10c, and 11€) . 64,547 116,355
42 Total revenue — add lines 8 through 11 (must equal Part Vill, column (A), line 12) ... ... .. 15,351,992 16,734,914
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) 0
14 Benefits paid to or for members (Part IX, column (A), lined) 0
@ | 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) 11,298,801 12,195,314
2 | 16aProfessional fundraising fees (Part IX, column (A), line 11¢) 0
é’- b Total fundraising expenses (Part IX, column (D), line 25)» o -
W 47 Other expenses (Part IX, column (A), lines 11a~11d, 11f-24e) 2,907,888 2,781,460
18 Total expenses. Add lines 1317 (must equal Part IX, column (A), line25) 14,206,689 14,976,774
19 Revenue less expenses. Subtract line 18 fromline 12 . 1,145,303 1,758,140
58 Beginning of Current Year £nd of Year
%- 20 Totalassets (PartX, line 16) 8,270,276 10,119,585
<3| 21 Total liabilities (Part X, line 26) 2,573,119 2,664,288
25| 22 Net assets or fund balances. Subtract line 21 from line 20 .. ... . ... .. ... 5,697,157 7,455,297

Signature Block

Under penalties of perjury, | declare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge and belief, it is
true,-correct, and complete. Declaration of preparer (other than officer) is based on all information of which preparer has any knowledge.

Sign

Here }

' Signature of officer

DIANA JACKSON

Date

CHIEF EXECUTIVE OFFICER

Type or print name and title

Print/Type preparer's name rep: ignatura Date Check if| PTIN
Paid JANICE L. HAYES /e% /{7%4’1/}«) (ﬁ/‘{‘ 10/06/15 selremplw[eld P01072273
Preparer [ .. » HARTING, BISHQ@P /& ARRENDALE, {PLLC Frmsend  62-1551418
Use Only 1040 WILLIAM WAY

Firm's address ) CLEVELAND, TN 37312-4363 Phone no. 423-472-6543

May the IRS discuss this return with the preparer shown above? (see instructions) . . . . . ...

lm Yes ]—| No

For Paperwork Reduction Act Notice, see the separate instructions.

DAA
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Form Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except pnvaﬂaywi) 201
» Do not enter social security numbers on this form as it may be made pmao am

Department of the Treasury

Internal Revenue Service P Information about Form 990 and ils instructions is at www.irs.gov/form ISPEC
A For the 2014 calendar year, or tax year beginning 07 /01/14  andending 06/30/15
B Check if applicable: C Name of organization BRADLEY CLEVELAND PROPERTY D Employer identification number
Address change DEVELOPMENT AND MANAGEMENT, INC.
Name change Doing business as _ . 58-1413035
Number and street (or P.O. box if mail is not delivered lo streel address) Room/suite E Telaphone number
Initial retum P.O. BOX 29 423-472-5268
Final return/ City or town, slate or province, country, and ZIP or foreign postal code
lerminated
CLEVELAND TN 37364-0029 G Gross receipls § 171,360
Amended retum F Name and address of principal officer: T
Application pending DIANA JACKSON H(a) Is this a group return for subordinates? Yes X No
PO BOX 29 H{b} Are all subordinates included? Yes No
CLEVELAND ™ 37364-00 29 1f “No,” altach a list. {see inslructions}
I Ta pi slalus: x 501(c)(3) 501(c) ( ) < (inserl no.) 4947(a)(1) or . 527
J  Website: P N[A H(c) Group exemption numbed®
of urgan!zahnn X Corporation Trust Associalion Other P> I L Year ol lormation: l M Stale of legal domicite:
i Summary
1 Briefly describe the organization's mission or most significant activities: S . ] B
© RESIDENTIAL SERVICES TO MENTALLY HANDICAPPED 1T NYs
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=
T I I I R I I I I
g 2 Check this box P> if the organization discontinued its operations or disposed of more than 25% of its net assets.
o8 3 Number of voting members of the governing body (Part Vi, line 1a) ... 3 12
.5_ 4 Number of independent voling members of the governing body (Part VI, line 1b) ... 4 12
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3| "6 Totalnumber of olunteers (estmate i necessary) .. 5| 0
7a Total unrelated business revenue from Part VIIl, column (C), line 12 .. 7a 0
b Met unrelated business taxable income fromForm990-T, line 34 ... ..................... ... coooiceciiiieenioeieen.. 7b 0
Prior Year Current Year
o | 8 Contributions and grants (Part VIl line 1h) . ... 79,795 77,982
g 9 Program service revenue (Part VIl line 2g) 39,298 93,378
% | 10 Investmentincome (Part VIII, column (A), lines 3, 4, and7d) ¢]
& 11 Other revenue (Part VI, column (A), lines 5, 6d, 8¢, 9¢, 10c, and1le) 0
12 Total revenue — add lines 8 through 11 (must equal Part VIIl, column (A), line 12) .............. 119,093 171,360
13 Grants and similar amounts paid (Part X, column (A), fines 1-3) . ... ... 0
14 Benefils paid to or for members (Parl IX, column (A), lined) L 0
o 15 Salaries, olher compensation, employee benefils (Part IX, column (A), lines 5-10) 0
@ | 16aProfessional fundraising fees (Part IX, column (A), line 11e) 0
§ b Tolal fundraising expenses (Part IX, column (D), line 25) | R SR e 0 _______
W | 47 Other expenses (Part IX, column (A), lines 11a—11d, 146-2de) 107,535 174,867
18 Total expenses. Add lines 13~17 (must equal Part IX, column (A), line25) 107,535 174,867
19 Revenue less expenses. Subtracl line 18 fromline 12 .. o oot . 11,558 -3,507
58 Beginning of Current Year End of Year
85 20 Totalassets (PartX, ine 16) e 362,720 273,136 .
28 1 Totalfobiites PartX.fne26) T 160,155 74,078
EE 22 Net assets or fund balances. Subiract line 21 fromline20 .. ... .. . ..................ooo0enn.. 202, 565 199, 058
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Use Only 1040 WILLIAM WAY B
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YOUR TRIP TO: Mmeeevest

3745 Adkisson Dr NW

14MIN | 8.0MI &=

Trip time based on traffic conditions as of 9:17 PM on May 19, 2016. Current Traffic: Moderate

9 1. Startout going east on Bower Ln SE toward Blackburn Rd SE.
o

Then 0.18 miles - 0.18 total mile:
> 2. Turn right onto Blackburn Rd SE.

Then 0.04 miles - -~ 0.21 total mile:

ﬁ 3. Turn left onto APD 40/US-74 E/US-64 Byp E/TN-40 Byp. Continue to follow
APD 40/US-64 Byp E/TN-40 Byp.
If you reach Fritz St SE you've gone a little too far.

Then 2.43 miles - - = - 2.65 total mile:

? 4, Stay straight to go onto TN-60.

Then 3.97 miles : - -- 6.62 total mile:

> 5. Turn right onto Westside Dr NW.

Then 0.68 miles -~ -------+ - - - - Seeeeeo oo 7.29 total mile:

9' 6. Turn left onto Norman Chapel Rd NW.

Then 0.09 miles : se - 7.39 total mile:

> 7. Turn right onto Adkisson Dr NW.

Then 0.61 miles : - - -~ 8.00 total mile:

) 8. 3745 Adkisson Dr NW, Cleveland, TN 37312-2817, 3745 ADKISSON DR NW

¥" is on the left.

Your destination is just past Village Oak Cir NW.

If you reach James Asbury Dr NW you've gone about 0.2 miles too far.

se of directions and maps is subject to our Terms _of Use. We don't guarantee accuracy, route conditions or usability. You assume all risk of use.
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3745 Adkisson Dr, Cleveland, TN 37312 to Drive 0.8 mile, 2 min

(o ]e)
G g'e Maps 4755 Frontage Rd NW

waf“q'm

Map data ©2016 Google 500 ft ke

via Adkisson Dr and Frontage Rd NW 2 min
2 min without traffic 0.8 mile
via Adkisson Dr and Frontage Rd NW 16 min
' 0.8 mile

Google Maps
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3745 Adkisson Dr, Cleveland, TN 37312

w(,&zl 5%

Google Maps
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DEPARTMENT OF HEALTHAND HUMAN SERVICES g FORM APPROVED
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l -
|- Ko056--483:476() 1)1 L 3 W ez - e
; : ) 4700)(1)(|) HEE SAFETY BFDELSTANOARD K006 Pendent sprinkler heads throughout the house and  8/24/15
sEROMPT under the canopy will be replaced with quick

- Where an automatic sprinklar syste is Installed,
!: for aither tofal or partial bullding ‘coverage, the

response heads. They systam has been assessed

system ls In accordarice with Sectlon 9,7, by a sprinkler company. The facliity Is receiving &
| 83.2.3.5.2 and activates the firealann systom.in .
_l‘ docorddnios l:f’i_ﬂ'll 31.2.3. 41 The ad cquacyof the bids which will be used to secure a contractor,,
| water supply I8 docuriiented to the authorily The ten year test on the sprinkler heads willbe  8/24/15

having jurlediction.
| Exception No; 1 in prompl evaguation faciflies,
e autamiatio spriikleraystem in acoardance with -

forgone dus to all sprinkler heads being replaced. |

| NFPA 13D, Slandatd for Wie-nstallation of |
‘Sprinkler Systems fn Orig:and two -Family’
. Dwellings nd Mariufaclured Hormes, Is permitted. l

Automatio sprinklers:ara hot required in: closets

nol exceeding 24 sq. {L andin balyooms not. '
-excaading B5 aq. fl., provided (hel uch spaces: ]
“are finishad with lath-arid plaster'ar matedlats
-providing a 15 minute thermal barrier.

 Exception No. 2: Not applicable

 Excaplion No. 3: Ik prompl #ind:low-evacuation - \
capabliity facltitios whire @n aulomiatic speinkier
] ' systert Is Ify acoordance wilti NFPA 13, Standard
“for Ihe Installation of Sprinklar Systems,
- ‘automatic sprinklersare not fequlrad In-closets !
ot xceading 24 sg. and i telhicorms ot
j 8xtaading 65.sq, 1t provided (hal such spaces
are flished withy lath:and plaster-or matetial , |
providing a 16 riiriute thermal barrior. |

| Exeaption No. 4: I prompt and slow.evacuaiion F
/'capabllily factilias up-lo and ihsluding four stories _
in helght, systems In acterdence with NFPA 18R, i
1 Standard for the Installalion of Sprinkler Systems
.In‘Residential Ocsupancies up toahd Including
Four Storles In Helght, are'pernilited. '
' DIRECTOR'S OR PROVIDERIGUPPLIER REVRESENTATIVE'S SIONATURE ThE (X OATE

ang) L. eedio : R Ceo & S
Ay deficloncy sinliamant endllip wilh an aylarisk (*) Benoles o deficiancy whish o insfilution may ba excysed from correcling providing It Is defervined that
shar safeguards piovida sufficlant protoclion to (ha patianis. (Sea Instrvofians,) : Exonpl for nursing hames; tho findings statad abova are disclosable 80 days
vltowdng (i date of survay whelhor or nal ' plan‘of Bafraction fs provitied. For aursing homes, the aliove ﬂm und plans of corraction are disdosablo 14
fays (ollowing (et doto (hese dotumants'ara imade avallatile to the facflity, If dafidonclos oo didd, anappn plun of curcactian ia requisiin 1o conlinued:

ogram par_ﬁdpnﬂun.
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HAME OF PROVIDER OR SUPALIER = s | STREETADDRESS, CITY, STATE. 217 CODE B
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XA)ID . BUMMARY-STATEMENT OF DEFICIENGIES. o ) " PROVIDERS PLAN OF CORRECTION (xs) |
| ;%?F‘Eg ] AEACH DEFICIENCY MUST 0E.p EF DED 0Y PULL PREFIX (EACH CORRECTIVE ACTION SHOULD RE I cou&t.rfgm
. TAG WGW"GW‘_QR‘J-‘W!@GNTF.WYIGNBG??NFOMTBN): TAG moss-aemaeggggé%gﬁm#mmme i
= - 7 — }
KO086 ; Conlinued From page 1 K0056 {
i Exception No. §: Not applicable ‘ | i
! Excaption No. 6: Inlllation of the fire alarm system f
- ; Is not requirad for exisling installations In
accordance with 33.2,35.5.
i
SLOwW
i 1 Whiare an-automalic sprinkler system is Installed,
' r,for'él{hgr total or partial bullding coverage, the
; - System is In accordance with Secllon 9.7 and
1 aclivates the fire alarm system in accordance with
(:33:2.3.4.1, The adeguacy of lhe waler supply is
Fdocumented to the autharlty having Jurisdiction. :
4 Exception No. 1: Nol Applicable l
l g
[;ExCepﬂon No. 2: Not Applicable ;
Excapflon No; 3: n prampt and slow evacuation
capEnilty fasliitles where an automalic sprinkier !
tgmf{aylﬁrmr;jg__,eg-wrm;wpa13; Standard l
‘the:| Sprinkler Systems, I A4
HKIGTE fre notrequired In closets n
450. 0. and I bathrooms nol i o
povided thal such spaces ' 4
] ath and plester or material I ¥
p nirille-tharmel barrier. { *’
} %GR llggrﬂsat;lnpromplqnqi slow evacualion ! 2
Aigapabllly fa __[I_Iga_:up.-,lt\_-ii’hﬂ_slnbtudmg-four stories ;
' Sydlems In scoordante with NFPA 13R, & ;
CUOrAHie Instalialion of Sprinkler Systems , :
“rbnliey Weotipancies up to and Including )
5 In Helght, are permitted.
: Excaption No. 6: Not Applicable
“ORM CMS-2567(02-09) Provioua Verslons Obsolete Evenl ID: JCMZ21 Faclity 1D; YNP5307 if continuallon sheel Page 2 of 4
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Exception No, 6: Initiation of the fire alarm system
_Is not requirad for exisling Installations in
. accordance with 33.2.3,6.5. |

[ IMPRACTICAL _ .
Where an automatic sprinkler sysfem Js [nstalled,
«for eithar total or partial biiflding coverage; 1he-
syslem is in accordance wilh Seclion 9.7 and v
l. activates the fire alarm system in accordance with
j 33.2.3.4.1. The adequacy of the waler supply is
* documented to the aulhorlty having jurisdiction.
,33.2.35.2. '.

; Excaption No. 1: Not Appiicable.

" Excaption No. 2: |n slow and impractical
| evacuation capability facilitieg, an automatic
sprinider system in ‘accordance with NFPA 13D,
* Standard for the Installation of Sprinkler Systems
" ; In One and Two Family Dwallings and n ¥R
" Manufactured Homes, With a 30 minute water
1 Supply, is permitted. All habitable areas and
. closets are sprinklered. Aulomatic sprinklers are
hot required in bathrooms not exceeding 65 sq.
. It,, provided that such spaces are finished with :
"lath and plaster or materials providing a 16
- minute thermal barrier.

| Exception No, 3: Not Applicable.

' Exception Na. 4; Not Applicable.

"Excepligh No, 6: In Impraciical gvacuation: :
| cgﬁabll_lly._faﬁiliﬂu up lo'and Including four staries
in helght, systems in accordance with NFPA 13R,
i"Standard for. the Installalion of Sprnkler Systems )
| in Residentlal Occupancies up to and Including
't Four Stortes In Helght, are permiited, All ' p

FORM CMS-2667(02-96) Previaus Versions Obsolats T Event ID: JCMZ21 Fachlly ID: TNP5387 if continuatlon sheet Page 3 of 4
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STATEMENT OF DEFICIENGIES  [(X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION |DE|"|'|'IF|C|I".TIC_IN NUMBER:

| 446080

|'s: winG

(X2) MULTIPLE CONSTRUCTION

A BUILDING 02 - MAIN

{X3) DATE SURVEY
i COMPLETED

o7/ 312016

NAWME OF PROVIOER OR SUPPLIER

LIFE BRIDGES CATE HOUSE

STREET J\GDRESS. CiTY, STATE, ZIP CODE
2601 BOWER LANE § £
CLEVELAND, TN 37323

' SWGMW MENT OF DEFICIENCIES
(EAGH DERICIENOY'ME PREC BYFULL,
REGULATORY ORILSG DE G INFORMATION)

(X4) D
E PREFIX !
TAG

1D {77 PROVIDER'S PLAN OF CORRECTION I
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

! PREFIX i
L TAG

KO058 , Continued From page 3
habitable areas and closets are sprinklered.

Automatic sprinklers are notrequired In:
bathrooms not exceeding 5554, ft.; proy
“ such spaces are finishied with Ja(iyand o or

(hvand plaster
» materials providing a 1‘5mkﬂﬂetﬁﬂﬁh Iibarﬁél_r.

I Exception No. 6: Initiation of the fire alarm system
l’ is not required for exlsting installations In

.1 accardance wilh 33.2,36.5,

« This STANDARD -isiriol ol as avidanced by:

 Based on observallon; Interview and record.
review, the facllily failed te. maintain the sprinkler
system.,

' The firidings include:

malntenance on 7/13201$ at 6:05 PM eonflrmed
4.l 4 sprinklovy undar (6 driva through canopy
- nd 2 of 2 bathroom wprinklers wre coroded.
{NFPA 25, 6:2.1.1,1, NFRA 2S5,
2 ned raviow with e

‘Eh nas were veritied by the Direotor-of
.'-jMaIn!anHﬂbﬁraﬁﬂ:ﬁoknp@qéged by the assistant
“program manager duting the exit conference’on

5’ 32016 '

1. Obsarvation and interviow-with the direslor of

Koos6

DEFICIENCY)

FORM CMS-2667(02-39) Previots Véreidns Obsalete

Event ID:dCMZ21

Facility 10; TNPS307

It confinuation shodt Page dof4
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STREET ADDRLSS, CITY, STATE, ZI CODE
2601 BOWER LANE S E
CLEVELAND, TN 37323

NAME OF PROVIDER OR SUPPLIER

LIFE BRIDGES CATE HOUSE

(X410 | SUMMARY STATEMENT OF DEFICIENCIES D ' PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
, ; DEFICIENCY)
W 104 | 483.410(a)(1) GOVERNING BODY - w1o4|| wiesa | 824115
Corrective Action: The relocation of the ’
The governing body must exercise general policy, | sensory room was completed at the main center.

Client #2 will use the new sensory room per his

: 11 plan, The Program Manager will provide !
| i| operating directions and supervision to ensure

. !] the programing of Client #2 is appropriate-and
b ) . ] " in compliance with ISP, The occupational

! This STANDARD is not met as evidenced by: | therapist is reviewing usage of :hcpruo'm to

budget, and operating direction aver the facility.

Based on observation, interview, and record : determine how to enhance functional and ; i
| review, the governing body failed to exercise || sensory experiences and enhance cliont interest | :
| operating direction and ensure day program in those experiences. The remodel of the Center | i
| services were appropriate based on client need,  provides new opportunitics for skills acquisition |

training. These areas may also be utilized as
facets of Day Programming for Client#2,

| interest and preferences for 1 of 3 sampled
clients (Client #2).

Identification: The ICF Director reviewed the
. . ractice and found that the remodeling of the
The findings included: - pCeulcr could cffect other individuals 1%1 the

) » | home. They have opportunity for enhancement :
' An observation at the residence on 7/7/15 from | of their day programming and increased interest !
18:30 AM to 9:30 AM revealed Direct Stipport . | in the cxperience due to changes made
1'Professional (DSP)#5 presented Clisnt #2 with. | | throughout-the building-which-created multiple —| -
some markers and paper. The client took the top | 1 e skill acquisition focused areas.

« off the marker and swiped an area of the paper, . -

! there was no_funclionail) use of the marker. T?'ue Preventative Measures: [n addition fo the "

i relocation of the sensory room in the main - i

| staff presented clay dough which the client || center. Statf will be retraifed: both formaily-and *

| manipulated for a few seconds but displayed no informally on active treatment; fanctional |
consistent response. DSP#5 did not engage with activities/choices, and skill acquisition ,

| Client #2 to provide training, encouragement, or 11 outcomes implementation dooumented:through | |
direction in what to do with these items. The signature sheets. ? :
client took off his shoes and socks and walked -. '
around the home, ouitside the home for most of | | Monitoring: Staff will document usage of the | .

sensory room on a sign'in sheet in the room. ; ) :
Usage of the sensory room will also be , |
documented in the in the daily communication

| the observation period. There were no additional
materlals presented to Client #2 for engagement

{ during the morning routine. { | motes. The communication notes will be _
. o : ''| reviewed by the Supervisors weekly through ; ¢
During an interview with DSP #5 at the home, on September to assist in monitoring the '
7/7/15 at 9:30 AM, DSP #5 indicated they ! | compliance in regards to usage of the sensory
(management) rearranged things at the Center ' | room. The Program Manager will monitor |
(day program). The staff noted the day program | | usage monthly throughout the year.
had a sensory room but it was discontinued. Per , aL S
[ ARBRATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE T TITLE (X6) DATE

i) L Oaehaor } aan §-12-S

Any deficiency statement a‘nﬂ_ln?ﬂﬂi’an asterisk (*) denotes a deficiency which the instilution may be excused from correcting providing it is determined that
other safaguards provide suffl it protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
fallowing the date of survey whether or not a ptan of correction Is provided. Fornursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility, If deficlencies are cited, an approved plan of correction Is requisite to continued

program particlpation.

FORM CMS-2667(02-89) Previous Verslons Obsalate Event ID: JCMZ11 Faclllty 10: TNP5387 If continuation sheet Page 1 of 40
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STATEMENT OF DEFICIENGIES 10¢1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION " IDENTIFICATION NUMBER: ‘A. BUILDING COMPLETED
: " 44G0%0 B WING s — 07/08/20186.
NAME OF PROVIDER 'OR SUPPLIER N ' STREET ADDRESS, CITY, STATE, ZIP CODE )
LIFE BRIDGES CATE HOUSE e dbiopiaiers
' | CLEVELAND, TN 37323
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES. o PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX : (EACH DEFICIENCY MUST BE PRECEDED BY. FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG . REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
; . DEFICIENCY)
W 104 | -Continued From page 1 W 104 i

staff interview, Human Resources took over the
space where the sensory classroom area was
locsted- over 2 manths ago. The staff indicated !
Client #2 enjoyed the sensory room. According to
| staff, Client #2 no longer likes going to the day
program since the sensory reom was
discontinued. The staff noted they try to find other"
| activities:to get Client #2 involved In. .

During an additional interview with: DSP#5 at the
. home on 7/7/15 at. 12:00 pm, DSP#5 explained If -
| Client #2 wants something he will grab-it. There

| are days he might participate in-activities, other

| days he will not.

| During an interview with the Behavior Analyst

1 (BA), who was the former Qualified Intellectual

 Disabilities Professional (QIDP) in the Board

| Room, on 7/8/15 at 9:20 AM, the BA confirmed a

‘sensory room was in use at .ihe day program for

| Client #2 and others. Two months ago, this area
for sensory programming became Human

"Resources. The movement was beyond “our”

. control. The BA also confirmed the Executive

team made the decision to re-organize and

discontinued the use of the sensory room at the

time: In further interview, the BA stated Client #2

did attend the day program frequentiy-and

cconfifed client #2 has not attended the day

room over 2 months ago.

I'During -an interview with the Executive Director
(ED) in the Board Roam, on 7/8/15 at 9:50 AM,
the ED confirmed the use of the sensofy room
was discontinued at-the day program 2 months
ago. The ED stated the facility is still in the

engaged In activities in that room. The BA further

‘program since the discontinuation of the sensory |

FORM CIMS-2567(02-99) Previous Versions Obsolete
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

33

10:30 am_ OMB NO. 0938-0391

ORMAPPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION | (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION-NUMBER: ‘A BUILDING COMPLETED
446090 — 07/08/2015
"NAMC OF PROVIDCR OR SUPPLIER i STREET ADDRESS; CITY, STATE, ZIP CODE
LIFE BRIDGES CATE HOUSE 2 B R
e - R S, CLEVELAND, TN 37323
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D | PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | '
g o DEFICIENCY) }
I |
W 104 | Continued From page 2- - i - W04, |
movement process, but will be getting the . |
sensory room back. The previous location for the ' '
sensory room is now being used for Human !
Resources. In continued interview, the ED
reported the furniture for the sensory room is : |
‘'stored at the Center, and "we" plan to identify ! i
“another location for the sensory room at the day |
_program. In further interview the.ED.confirmed, “I ‘
'was not aware that client #2 was not attending "
‘the alternate sensory area at the other.greup
‘home." The ED confirmed it:was & management ;
‘decision to temporarily discontinue the use of the |
‘'sensory room, and it was not based on clients'
needs.
! During an interview with the QIDP by phone, en | I
7/8/15 at 10:565 AM, the QIDP confirmed the i
_ clients. do not like the atmosphere.attheday... . .. .| 2
program, and they do not like being there. The
i QIDP stated, "l am not sure If it Is the structure or
the activities there. | am not sure of what the '
{ plans are there with the reorganizationefforts. |
have no idea of what Is going on there at the day : :
program. | am aware that the clients do not like
going." it
W 159 | 483.430(a) QUALIFIED MENTAL RETARDATION | W 168} wis9 A. 8124115
PROFESSIONAL i Corrective Action: Clients #2, #4, and #5: ISP
hfs | ‘and BSP will be reviewed and updated as needed
Each client's active treatment program must be - 1o provide olarity of instruction to facilitate staff
integrated, coordinated and moritored by a A ‘m‘.’l"’“““m“““t"f?“f"t‘. f"‘.““}' 3’.‘" ‘“E‘.’I'{mal
qualified mental retardation professional. ) { :zg:fs:t‘f:[:‘gﬁ:‘c:; =
, . , Identification: The ICF Director reviewed the
This STANDARD is not met as evidenced by:  * - finding and determined that any individual in the
| Based on record review, observation, and home could receive inconsistent implementation
| interview, the facility failed to ensure each client's | of their programming.
| active treatment program was integrated, |
1 | - _
FORM CMS-2567(02-99) Previous Versions Obsolele Event tD: JCMZ 11 Fadilily 1D: TNP5387 If continuation sheet Page 3 of 40
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DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED

el 1 5a L e 4 10:30 am __

. CENTERS FOR MEDICARE & _I}!_EDIGND. SERVICES : OMB NO. 0338‘-0391
| STATEMENT OF DEFICIENCIES [(X1) PROVIDERISUPPUERICLIA | (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A. BUILDING = COMPLETED

; A080 B. Wi — 0710812015

NAME OF PROVIDER OR SUPPLIER i1 STRCET ADDRESS, CITY; STATE, ZIP CODE ’ =%

LIFE BRIDGES CATE HOUSE § [2601|BOWER.UARESIE

. _ _ CLEVELAND, TN.37323
m} In SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX |' {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEF ICIENCY)

"Preventatlve Measures The ICFIIID at Llfc
W 159 | Continued From page 3 W 158 Bridges has been restructured to: awiden the
coordinated, and monitored by a Qualified yacope.ofbothraccouninbility and-tismumbec

s : - i + of personnel resources brought-to bear on the
Intellectual Disabillties Professional (QIDP) to ¢ tialfacipen tibed by the Seatividiials serveitand

‘| ensure consistent implementation. This affected 1 | - 5 ; A Wl
| of 3 sampled clients (Client #2) and 2 of 3 s e
1 | un-sampled clients (Clients #4, #5).The facility H Assistant Program Manager. The ICF Director |
i 1l also failed to ensure staff was competent in || will provide operating directionsand
training on skill acquisition outcomes; the day | supervision.to ensure consigtent
‘| program met client needs; or clients were implementation. This will both provide:thie
| afforded an opportunity to participate in meal , | changes necessary for complisnco with the 1|

| preparation, famlly style dining, and post-meal active troatment condition of pattivipation and |

| clean-up. This:affected 3 of 3 sampled clients - ensure futicoooiiiengs, |
: (Clients #1, #2, #3) and 3 of 3 un-sampled clients i .
| (Clients #4, #6, #6). The facility also failed to = -' gd:g‘;xr:?ﬁﬂi:e ;ﬁiiﬁ;‘:ﬂi—fﬁ:ﬂdc
| énsure medications were not prescribed to 11 Program Manager who maintains the role of
| manage behavior on an as needed basis. This the Qualified itelleétual Disabilities
affected 3 of 3 un-sampled clients (Clients #4, #5, | Professional(QIDP).
| 48).
i B. Corrective Action: Client #1-6's staff will /| -] 8/24/15
| The findings included: be retrained as avidenced by training.agenda

and handouts along with signature shects on
skill acquisition outcomes and-active
treatment, Staff will receive training in

| See W249 - Staff did not involve, model, teach,

| prompt or-reinforce skill acquisition outcome of : lmplcmcntm,g family style dising, This
signing “yes" with Client #2. Staff did riot ini

Jimplement the gait belt plan as outlined in Client trainiig illbo bottyirapedipteand ongolng \
#2's Individual Support Plan (ISP). Staff did not | Clients #4-and #5 prefertoeit in tlieir rooms:, ;
prompt or teach Client #2 to implement outcame |} Non-compliance withi programming is an |
“of putting on socks with verbal prompts. Staff also. ‘|'} ongoing barrier for them. The Behavior y
falled to assess why Client #2 did not want to ' | Analyst will provide a fiew: BSP for cach, r

attend the day program. Staff did not Involve, Cliént which inoludes an: '“dlwd“a"zed

‘limodel, teach, prompt or reinforce skill acquisition b ot ili 3 i
‘outcome of increasing independent living skills in | oW the néy plans 1
the Kitchen by setting the oven temperature for 3 [ ST
his recipe independently with Client #4. Staff did | i e oo
not involve, model, teach, prompt er reinfarce skill | '
| acquisition for the outcome of working at the Hunt:
Opportunity Center for 3 hours, four days each
week. Staff were not observed to invoive, model,
teach, prompt or reinforce Client #5's skill
acquisition outcome of engaging Client #5 in an

FORM CMS-2567(02-89) Previous Varsions Obsolete Event ID:JCMZ11 Facllity ID: TNP5387 " if continuation sheet Page 4 of 40
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'!.!Dun'ng a phone interview with the Qualified
\Intellectual Disabilities Professional (QIDP) on
|'718115 at 10:55 am, the QIDP.confirmed she had
JEQbeen on the Job for less than 6 weeks. The QIDP
1 further confirmed Client #2, #4, and #5's ISP
‘goals should be followed by staff. The QIDP also
‘confirmed she was aware Client #2 had refused
lto attend the day program. The QIDP confirmed
she was still in the transition stage of her role,
observing stage and had a lot to learn about the
clients. Final interview confirmed the QIDP she
ihad not had time to observe the routine in the
|'home and had time to adequately assess staff
‘implementation of goal outcomes and the ISP for
Client #2, #4, and #6.

éﬁs’;& (EACH DEFICIENCY MUST BE PRECEDED BY FULL PR'gle (EACH CORRECTIVEACTION SHOULDBE coupLETON
TAG REGULATORY.OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY) !
; i Preventative Measures: Staff training in |
- W-169] Continued From page4 - - W 159 -skill ncquisition,-active treatment, and — — -
| activity outside of his room, in the common areas family style dining which will be immediate
| of the house, for three minutes. Staff were not | provided formally (provided in multimedia
‘observed to involve, model, teach, prompt or “"““?dl"’f..bjf’ lcil?“bw-‘-’--‘} i o)
reinforce Glient #5's skill acquisition outcome of e e o
| picking up his groceries and placing them In the '
van. | Monitoring: Supervisors will observe
L _ mealtinmes at least weekly through 8/31/15
| See W488 - Staff did not invaive, teach, prompt and at least monthly through 12/31/15.
or reinforce acquisition of dining skills in meal | ~ Documentation: will be recorded in
preparation, family style dining, or post:meal j | supervisory.contacts. Program manager will
clean-up for Glients #1, #2 #3, #4,#5, #6 during |  monitor monthly through the monthly
.observations in the home. review process and as needed. The ICK
; | Director will provide ongoing training and
'See W104 - The sensory classroom was ﬁf:;:f:: ?h‘;fr:iz ﬂ;"j{,“gﬁf‘;};‘f‘ who
discontinued- at the day program due to Intellectual Disabilities Professional
reorganization. The QIDP did not monitor to (QIDP).
‘ansure appropriate sensory programming for
Client #2. 159 C. Corrective Action: Physician 8/24/15
i A e A A St e et B . discharged all medical/behavior protocols 1
y .See W312 - The QIDP failed to ensure there for Clients #4, #5, and it6. Psyc otropic N
f  were no medications to manage behavior | medications were reviewed and adjusted as ‘
‘adminlistered on'an as needed basis for Clients | nosded, This is documented by physician i
4, #5 and #6. | erder

Identification; The Dircotor of Nursing,
ICF Charge Nurse, and ICF Ditector
reviewed the findings noting that the other
individuals in the home could potentially be
affected by: the practice:

Preventative Measures: A protocol was
.| developed and put into:practice regarding
medications for behavior. Staff will be -
trained on theé protocol as documented by
| signature sheets. "

Moeonitoring: This will be monitored by ICF
Director, Program Manager and Supervisors
through weekly cvent management, by the
| Clinical Tean through monthly Clinical

'| Treatment Team, and through agency event

FORM CMS-2567(02-98) Previous Versions Obsolete
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'STATEMENT OF DEFICIENCIES (X1). PROVIDERISUPPLIERIGLIA | (X2) MULTIPLE CONSTRUCTION ' (X3) DATE SURVEY
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(X4)ID SUMMARY STATEMENT-OF DEFICIENCIES i ) | PROVIDER'S PLAN OF CORRECTION | (Xs)
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- DEFICIENCY) |
o el B i 1| wiso
W 190/ 483.430(e)(2) STAFF TRAINING PROGRAM | W 190} |' Gorrective Action: ISP and BSP for Clients 8124115
: . =i X #1-6 will be réviewed and updated:-as.needed
| For employees who woerk with clients, tralning |  to provide clarity of instruction to facilitiite:
1 must focus on skills and competencies directed | staff implementation of both formal and:

toward clients' developmental heeds. . informal agtive treatment activities including
skill acquisition outcomes. Their staff will

receive ongoing training to facilitate: quatity

| This STANDARD s nict met as evidenced by: . developmental programmiing so that individual ||

| Based.on observation and interview, the fagilty | e T g el L0 (il
failed to.provide training in developmental | :
| programming principles andtechniques: including | |1 Identification: Bach individual ini the hoirie !
| how to involve. clients in their programs to thieir  { (| was identified:in:the citation,
1 highest capabilities; use of: positive reinforcement, | .,
I and fading prompts; resulting in'a lack.of:skill _ || Preventative’ Measurés: The ICE Director
.acquisition for 3 of 3;sampled clients (Clients#1, | | will provide formal training,events focusing on
1#2, #3) and 3-of 3 un-sampled clients (Clients #4 || active treatinent, positive reinforcement, and
| fading prompts. Program Manager will work :

#5, #6).

1] with shift leaders and supervisors to previde
* ongoing forma! and informal training on

| The findings included: | developmental programming, use of positive
: S ) _ ' a L. '} - reinforces; and fading prompts throughout the
See W249 - Staff.did not:involve, model, teach, |, ‘| year.
prompt or reinforce the skill acquisition outcome
‘of signing "yes" with Client #2. Staff did not | Menitoring: Signature sheets attachied to
‘prompt or teach Cllent#2 to implement his .| training agendas and handouts will be used to
‘outcome of putting on socks with verbal prompts. | document compliance. The ICF Ditector will

provide operating directions and supervision to ||

' Staff did not involve; model, teach, prompt or ; oure
ensure consistent implementation.

 reinforce the skill acquisition outcome of
Jincreasing independent living skills:in the kitchen
by setling the oven temperature for his recipe I
‘Independently with Client #4. Staff did not involve, B
iinodel, teach, prompt or reinforce the:skill
\acquisition outcome of working at the Hunt _ ;
| Opportunity Center for 3. hours, four days each | |
week without1:1 staffing.* Staff did not involve, | i

model, teach, prompt or reinforce the skifl
acquisition outcome of engaging Client #5 in an
activity outside of his room, in the common areas
_ of the houseg, for three minutes. Staff did not

! involve, medel, teach, prompt or reinforce the skKill .
acquisition outcome of picking up ‘his.groceries |
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DA
PREFIX
TAG

W.190

LIFE BRIDGES CATE HQUSE

BURAARETATE e D O E (o Bro Py
(EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

- Continued-From-page6- — - - - - -

every other week by helping to put the groceries
in‘the van with Client #5.

See WA488 - Staff did not involve, teach, prompt
or reinforce the acquisition of dining skills in meal
preparation, family style dining, or post-meal
clean-up for Clients #1, #2 #3, #4, #5, #6 during
observations in the home.

During-an interview with the Behavior Therapist
(BT), the former Qualified Intellectiial Disabllities
Professional for the facility, in the home office on
717115 at 2:00 pm, the BT confirmed the facility
provides no formal training on.developmental
programming techniques such as using positive
reinforcement or fading prompts to train direct
care staff how to involve clients in their programs
to their highest capabilities. The BT stated

__tralning.on what Active Treatment Is, such.as__ .

W 195

offering choices, occurs during house staff
meetings.

During an interview-with the Director of Case
Management and Client Services (DCM) in the
Board Room, on 7/8/15 at 9:486 am, the DCM
confirmed the facility does not provide training on
developmental programming or developmental
teaching to direct care staff.

483.440 ACTIVE TREATMENT SERVICES

Thefacility iust ensure that spécific active
treatment services requirements are met.

“This CONDITION is not met as evidenced by:

-wBased on observation, interview, and record

#ravlew, the facility failed to provide a planned

DesPPLEMENTAL #1

Niay 27, 20FBNTED: 07/2012015

FORM APPROVED
10:30 am O 0938-0391
(X2) MULTIPLE CONSTRUCTION 1 ;.- .
A BUILDING o
B. WING 0710812015
' STREET ADDRESS, CITY, STATE, ZIP CODE
2601 BOWER LANE S E
#l CLEVELAND, TN 37323
il
e
W.-190 i S
W 195 | -
W195 8/24/15

Corrective Action: ISP and BSP for Client #2
will be reviewed and updated as needed to
provide clarity of instruction to facilitate staff
implementation of both formal and informal
active treatment activities including skill
acquisition outcomes. Their staff will receive

| ongaing training to facilitate quality
developmental programming so that individual
Clients are supported in being involved in their
programming to their highest capability.

If continuation sheet Page 7 of 40
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W 195 Continued From page 7 W 195' The BSP for Clients #4 and #5 will be

| program of formal and Informal training
| opportunities designed to increase skills and lead
. to greater independence for 1 out of 3 sampled
1 clients (Clients #2) and 2 out of 3 un-sampled
| clients (Clients #4, #5).

" The findings included:

| See W104 The sensory classroom was:
discontiriied at the day program due to
reqrgatization and no accommodations:of clients

' needing‘sansoty programming were made.

- See W159 The facility failed to ensure each client
was recelving an active treatment program to
, assure outcomes were implemented

- See W196. The facllity failed to provide
.aggressive and consistent training and services
leading to appropriate adaptive behaviors and
purposeful activity.

1 See W190 The facllity failed to provide Direct

i Support Staff training in developmental
programming principles and teckiniques
necessary to involve clients in their programs to
their highest capabilities.

See W224 The facility failed to identify the

See W227 The facility failed to ensure the

| Comprehensive Functional Assessment (CFA)
was updated annually to assess the behavior of
non-compliance and assure a plan was
developed to address the needs most likely to
. interfere with daily life.

I
1 See W249 The facility failed to implement the

{

i specific behavioral management needs of clients. |

updated to include a compliance plan which
focuses on positive reinforcement and
participation in appropriate skill acquisition
programming.

Identification: The ICF Director reviewed
the practice and found that each individual
in the home is at rigk to be effected by the
practice.

Preventative Measures: The ICF/IID at

Life Bridges has been restructured to widen
the scopeiof both accountability and the !
number of personnel resources brought to
bear onthe challenges faced by the
individuals-served and the staff who serve
them. This change includes changes in
personne] assignments; including the QIDP
and Assistant Program Manager.,

Monitoring: Beliavior Analyst will provide |
updated BSPs. The 1SPs will be reviewed

and updated. This will be documented
through ISPs and BSPs dated post 7/8/15 as
well as thfough planning teams in the same | |,
period. Staff will be trained on the new | -
documents demonstrated by signatures on
training documents, The ICF Director will ,
provide operating directions and

supervision to ensure consistent il
implementation. ’
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PR =

W 195 Continued Frompage 8

Individual Support Plan (ISP) through a .
‘continuous active treatment program of sufficient
rumber and frequency to meet outcomes.

-See W312 The facllity failed to ensure there were|,
| no medications to manage behavior administered
'on an as needed basis. A

‘See W488 The facility failed to ensure clients |
were provided support, training, soclalization, and |
‘opportunities to eat meals in a manner consistent

with their developmental levels. |

W 196 | 483.440(a)(1) ACTIVE TREATMENT - W96 — : ' '
w196 | 824115

‘|| Corrective Action: Non-compliance with '

programming is an ongoing barrier for Clients

\Each client must receive a continuous active ' ,

treatment program, which includes aggressive, #4, The Behavior Analyst will provide a new
‘consistent implementation of a program of | BSP for Client #4, which includes an
specialized and generic training, treatment, health; individualized compliance plan, The IDT will

services:and related _services-described-in:this | -mest-to dovelop a-plan to address interests.and

- subpart, that is directed toward: | . an increasc in functional activities throughout

| (i) The acquisition of the behaviors necessary for  the day. Staffwill be trained on and follow the

| the client to function with as much self i - new plans. Staff will provide functional

| determination and independence as possible; and | : ‘t’:::f‘?m‘t‘;‘;“ﬁtz:‘rzzz‘;‘ﬁ’cg‘:;%“:::’;:’:ﬁ‘ in

| () The prevention ?r decelarr.:\tion OI: regression ac'livity and skill ﬁcquiéitian are al their height.

or loss of current optimal functional status. . | ‘The focus will be on getting Clieat #4 to

th 1 establish the habit of'going to work and

1 ultimately completing the workday.

This STANDARD is not met as evidenced by: '
Based on observation, interview and record | Non-compliance with programming is an

review, the facility failed to provide aggressive ongoing barrier for Clients #5. The Behavior

‘and consistent training and services leading to Analyst will provide a new BSP for Client #5,
appropriate ad aptive behaviors and purposeful which includes an individualized compliance

B a i plan, The IDT will meet to develop a plan to
activity for 2 of 2 un-sampled clients (Client #4 , address intesests and an increase in functional

#5). ' | activities throughout the day. Staff wili be
) . trained on and follow the new plans. Staff will
The findings included: | provide functional choices throughout the day
but particularly in the moming when resistance

i 1. An observation in the home on 7/6/15 at 4:01 to-functional activity and skill
FORM CMS-2567(02-99) Previous Versians Obsoalete Evant ID:JCMZ11 Facflily ID: TNP6387 If continuation sheet Page 9 of 40
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L f : . - —
; A . _ i | acquisition are at their height. Cheqt #5and .
W 196 |- Continued From page 9 W 196/ his staff will.explore oppertunities in the

| Further observation in the home from 4:02 pm

'| bedroom lying in his bed asleep.

{ An observation in the home on 7/7/15 at 7:05 am
| observation in the home revealed breakfast was
| served at 8:08 am but Client #4 remained in his

1 bedroom and did not come to the table to eat.
1 Further observation in the home from 7:06 am

During an interview with Direct Support
‘Professlonal (DSP) #:1 in the living of the home

:DSP #1 confirmed "we do give him choices and If

‘imeals with the rest of the home unless he
__chooses."

‘During an interview with DSP #3 In the living
“raom of the home on 7/7/16 at 8:29 am, DSP #3
iconfirmed Cllent #4's day "depends on lots of
.variables." Continued interview with DSP #3

‘Opportunity Center (HOC) [his day program

.pm revealed Client #4 was asleep in his bedroom !
.| 'with.the covers drawn over his head. Continued |
‘| observation in the home revealed dinner was

served at 5:16 prn but Client #4 remained In his
bedroom and did not come to the table to eat.

until 6:37 pm revealed Client #4 remained in his

revealed Client #4 was. asleep in his bedroom
with the covers drawh over his head. Continued

until 12:17 pm revealed Client #4 remained in his

| bedroom lying in his bed asleep.

on 7/6/15.at:6:01 pm, the DSP confirmed Client
#4 "does as he chooses." Further interview with

he wants.to lie in his bed and stay in his room, we
have to respect those choices." Final interview
with DSP #1 confirmed Client #4 “does not eat his

confirmed Client #4's attendance at the Hunt

services] was not what it used to be and he rarely
makes his goal to attend 4 times per week.
Additional interview with DSP #3 confirmed Client |

| least monthly-to:engure gotipliance,

community'to include work, volinteer
opportunities; and possible alternatives for
Day Programming. They will also work to
incréase functional activities in the home,

Identification: The ICF Director reviewed
the practice and determined that.other

individuals in:the:home do not:face non- i
compliance as a barrier.

Analyst w11l asscs*; comphanoc walh
behavior plans as part of ifie BA-monthly
reviow and the.annual assessment for
Clients #4 and #5. Staff'will decument
compliance and:positive:reinforcers as part
of the communication notes.

Monitering: Supervisors:will observe and
coachi staff in following the BSPs. They
will review communication notes weekly
through September2015 to ensure ;
appropriate practice and documentation. i
The Program Manager will revisw notesat |

H
i

.

I
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#4 rarely meets his goals because “lots of his
goals are hit or miss and it depends on how his
'day his going." Final interview with DSP #3
confirmed his "behaviors [were] pretty severe and’
| not provoking [Client #4] into having a behavior”
‘is the primary reason non-compliance was
;accepted by the staff at the facility. .

‘During an interview with the Behavior Therapist
1{BT) in the living room of the home on 7/6/15 at
1:6:07 pm, BT confirmed Client #4's behaviors and
| refusal to participate in active treatment is a |
| "significant barrier to learning skills." Further s
T interview with BT confirmed non-compliance was
not addressed in the current behavior support .
| ptan (BSP) for client #4. Final interview confirmed i
“respecting choice was the primary reason the

: team decided to not address non-compliance with |
o R . -{[Client#4]~. - g = : B |

A review of the Individual Support Plan (ISP)

; dated 8/11/14 revealed “[Client #4] does not like

! being told what to do." Further review of the ISP

'- revealed "[Client #4] works on contracts at [HOC)
as he desires." Additional review of the ISP

1 identifies "[Client #4's] non-compliance and
attention to task could be a barrier to progress..."
Non-compliance by [Client #4] was repeatedly

| described as an Impediment to active treatment
in 6 out of 7 outcomes listed in his ISP.

| A review of the BSP dated 4/21/15 revealed 3
target behaviors for Client #4: verbal aggression, !
physical aggression and obsessive behaviors. e .
Fuithier review of the BSP revealéd 1t did not !

address hon-cotmpliance as a target behavior. |
Additional review of the BSP revealed DSP's ] !
were fo address non-compliance by “[respecting
Client #4] and his decisions ... [and ta only]

FORM CMS-2567(02-90) Previous Versions Obsolele Event ID:JCMZ11

Fachlty 1D; TNP5387 Jf continuation sheet Page 11 of 40



)OALJL 7Y

20 Seckrn C(Cubibdim boeledy Devdipuat) 1enSUPPLEMENTAL #1
May 27, 2048y 1eD: 072012015

FORM APPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES 10:30 am _ ROVE
CENTERS FO&MEDIGARE & M_EDICAIB SERVICES . . 2 . -OMBING; 0938—0391
STATEMENT OF DEFICIENCIES ((1) PROVIDERISUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION {(X3) DATE:'SURVEY"
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
. .. 44G090 8. WING 0770812015
NAME OF PROVIDER ORSUPPLIER ™~ % = ' STREET ADDRESS, CITY, STATE, ZIP CODE
LIFE BRIDGES CATE HOUSE 2601 BOWER | ANE 5 €
i CLEVELAND, TN 37323
(X4)1D SUMMARY STATEMENT OF DEFICIENGIES | 1o} PROVIDER'S PLAN OF CORRECTION s |
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION'SHOULD BE COMPLETION
™we | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 196 | Continued From page 11 | w196

‘engage in activities which he enjoys."

| During a confererice call interview with the
Qualified Intellectual Disabilities Professional
(QIDP) in the board room of the facility. on 7/8/15

{.at 10:45 am, the QIDP confirmed there was
I'nothing in the BSP for Client#4 that addresses

non-compliance, Further interview confirmed

.| non-compliance-was a "significant. barrier to

achieving active treatment and: the circle of

practice of engaging [Client #4] only In preferred
activity does not-lead to self-sufficiency and teach

| any skillful things fo [Client #4]."‘

1 2. An observation in the home on 7/6/15 at 4:01

| pm revealed Client #5:was asleep in his bedroom
| with the covers drawn over his head. Continued

| observation in the home revealed dinner was

'served at 5:16 pm but Client #5 remained in: his

" bedroom:and-did not:come to the table:to-eat.

| Additional observation al 517 pm revealed Client
#5 came out of room, retrieved an apple, and
retuined to his roem. Further observation in thie

#5 remained in his bedroom lying in his bed,
sitting at his computer, or standing in the room.

revealed Client #5 was asléép in his bedroom

with the covers drawn over his: head. Continued
| observation in the home revealed breakfast was
| served at 8:08 am but Client #5 remalned In his

eat. Further observation In the home at:7:56 am
revealed Client#5 came out of his bedroom,
retrieved a pair of jeans and a shirt, :and réturned
| to_his room:. Additional observation at 8:21 am

support (COS) needed to address it." Additional |
| interview with the QIDP confirmed the "facility !

An ebservation in the Home oh 7/7/15 at 7:05 am

home from 4:02 pm until 6:37 pm revealed Client |

‘bedroom asleep and did:riot cometo the table to

FORM CMS-2567(02-89) Previous Versions Dbsolots

“Event ID: JGMZA1

Faclllty ID: TNP5387

If-continuation sheet Page 12 of 40




e 40, Secton € (londibdin. itgdely Davclpmat) BUPPLEMENTAL #1
May 27, 2098)TED: 071202018

DEPARTMENT OF HEALTH AND HUMAN SERVICES ORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES i 10:30 am__OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING I COMPLETED
44G090 . JBwiNa 07108/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
y 2601 BOWER LANE S E
LIFE BRIDGES ¢
FE BRIDGES CATEHOUSE = CLEVELAND, TN 37323 -
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (XS)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
“ |~ "W 196 | Continued From page 12 —ee =it W98 ; e S e A -

revealed Client #5 had changed from his pajamas:
to the jeans and shirt he had retrieved earlier but . y
‘had gone back to bed. Final observation from
: 8:03 am until 12:17 pm revealed Client #5

i remained In his bed in his bedroom except to
! retrieve an apple from the kitchen at8:47 am.

During an interview with Direct Support
 Professional (DSP) #2 in the living room of the . |
home on 7/6/15 at 6:24 pm, the DSP confirmed
Client #5 "does as he chooses." Further interview
with DSP # 2 confirmed "we do give him choices
and if he wants to lie in his bed and stay in his |
room, we have to respect those choices.” Final I
interview with DSP #2 confirmed Client #5 "does | .
! not eat his meals with the rest of the home uniess '
! he chooses."

ES A During an.i"tewiewwithnspﬂvinthe]iving il i e B e A we S e S 8 .!..
‘room of the home on 7/7/15 at 8:52 am, DSP #4
.confirmed Client #5 has a goal to wake up before
“10:00 am. Continued interview with DSP |
‘confirmed Client #5 "gets $5.00 if he gets up ;
before 10:00 am even if he gets up and then goes
: .back to bed." Further interview with DSP #4 '
Iconfirmed “we do not like to push him to provoke
i him to have a behavior since he has been doing
much better with just letting him do what he wants''
{o do for the day." Final interview with DSP #4
‘confirmed Client #5 primarily wants to "be on his
" computer and watch his movies.”

.During an interview with the BT in the living room |
‘of the home on 7/6/15 at 6:07 pm, BT confirmed
Client #5's prefers to be in his room "on his
ccomputer or watching movies." Further interview
with BT confirmed refusal to participate in active
treatment was not addressed in his Behavior
Maintenance Plan (BMP). Additional interview
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with BT confirmed the primary difference between
a BSP and BMP was the latter was not as
“intense as a BSP and it marked improvement
with behaviors." Final interview with BT confirmed
if Client #5 decided to'do nothing for the day,
although it was not préferred by the facility, "they
would-have to respect his choice."

A review of the Individual Support Plan: (ISP)
dated-4/10/15 revealed Client #5 graduated from
high school:in 5/14.. Additional review of the ISP
revealed despite having:a Kistory of “¢ausing
severe damage or harm to people and/or
property...[Client #5] does not currently require
active behavior stpport services." Continued
review of the ISP reveals "[Client #5] has a strong : |
preference towards his computer and TV." f
Further review reveals Client#5 prefers to sleep
rather than engage in active treatment and
receives $5.00 if he gets up by 10 am as the
"COS feels the higher need at this time is to get
up." However, continued review of the ISP
revealed the $5.00 Client #5 recelves was not
contingent on participating in any activities
instead; it is-earned for waking up only.

A review of the BMP dated 4/23/16 revealed 1
target:behaviors for Client #5: "physlcal
aggression towards others" [defined by] “hitting,
kicking, scratching, biting, and causing harm to
others." Further review of the BMP reveals these
behaviors are most likely to occur when "asking
him ta complete a task he does notwant to do."
Fin‘al re'view of 'the BMP reveals "giving Client #5

pre_ventmg physlcal aggresston

During a conference. call interview with the
Qualified Intellectual Disabllities Professional p——

] o B [T H H N If continuation sheet Psga'1 of 40
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| .giving him a defined array of choices." Further
| interview with the QIDP confirmed there were

‘Continued From page 14 - e
(QIDP) in the board room of the facility on 7/8/15
‘at 10:45 am, the QIDP confirmed there is no
“COS on horizon to address [Client #5]'s routine
he is determining and we have to change...and
we have nothing in the BSP to address i
non-compliance.” Further interview with the QIDP
confirmed "everything we do is non-productive
and we avoid all non-preferred acfivities because |
it his choice." Additional interview with the QIDP
confirmed there is a conflict "with the whole
choice concept and putting something in place to |
deal with Client #5's need to learn something by

“boundaries on choices and non-compliance and
non-participation." Final additional interview with
the QIDP confirmed the facility "practice of
\engaging [Client #5] only in preferred activity does
-net-ead-to-self-suffioiency-and-teach -any-skillful
things to [Client #81."

483.440(c)(3)(v) INDIVIDUAL PROGRAM PLAN

‘The comprehensive functional assessment must
'include adaptive behaviors or independent living
skills necessary for the client to be able to
function in the community.

“Thls STANDARD s not met as evidenced by:
. Based on observation, interview and record
review, the facility failed to identify the specific
behavioral management needs for 2 of 2
un-sampled clients (Client #4, #5)

The findings included;

1. An observation in the home on 7/6/15 at 4:01
pm revealed Client #4 was asleep in his bedroom

I

“W 196

W 224

' B12415

‘W224

Corrective Action: The Behavior Analyst
will review behavior management needs of
Client #4-and adjust his plan as needed to
.reflect current needs. The new BSP will

- address compliancewith skill acquisition
programming;: The BA will train staff on
the'new plan.

The Béhavior Analyst will review behavior
managenicnt needs of Client #5 and adjust
his plan as needed to reflect current needs.

| The new BSP will address compliance with
skill acquisition programming. The BA will
| train staff on the new plan.

1
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with the covers drawn over his:head. Continued || practice and determined that others in the home
observation in the home revealed dinner was are at risk for plans that do not identify the
|'served at 5:16 pm but Client #4 remained in his SpesiGcliisvigmiminagsmentneeds. 4
| bedroom and did not come to the table.to eat. Ty S |
Further observation in the home from 4:02 pm Analyat il soview and péatoplans o~ [
untilr,6:37 pm revealed ‘C|ient #4 remained in his individuals in-the home as needed to reflect
| bedroomi lying in his bed asleep. 1] eurrent behavior management needs. Staff will
be trained on these plans as they are updated.
An observation in the home on. 7/7/16 at 7:05.am ' 1
revealed Client #4 was: asleep in his bedradom: Monitoring: Timely completion of behavior
| with the covers drawn ‘over his hiead. Continued assessments, BSP's, and periodic reviews will
| observation in the home revealed breskfast was {| be monitored by the Program Manager and
| served at 8:08 am but Client #4 remained in: his || -supervised by the Therapies Director. The ICF
| bedroem and did not come to the-table to eat. | Director will provide opecaling dicoctions and I !
, Further-observation in the home from 7:06 am ?,‘;pelg,ii‘:;ﬁ?,:"m s
| until 12:17 pm revealed Client#4 remalned in his | i y
| bedroom lying In his bed asleep. i
: During an interview with the Behavior Therapist
} (BT) in the fiving room of the home-on 7/6/15 at
. 6:07 pm, BT confirmed Client #4's behaviors and
‘refusal to participate in active treatment is a
“significant barrier to learning skills." Further
interview with BT confirmed non-compliance was &
,not addressed in the current behavior-support 3
‘plan (BSP):for clierit#4. Final interview confirmed |
“respecting cholce was the primary reason the
team decided to not address non-compliance with ]
[Client #4]." Il
‘Areview of the Individual Support Plan (1SP)
’ dated 8/11/14 revealed “[Client #4] does not:like
being told what to do:* Futther review of the {SP '
revealed “{Client #4] works ‘on contracts at [HOC] |
as he desjres." Additional reviéw of the ISP :
identifies “[Client #4's] non-compliance.and
attention: to task could be a bairier to progress..."
Non-compliance by [Clierit #4]'was repeatedly
described as an impediment to active treatment | — _
FORM CMS-2567{03-99) Previous Versions Obsolele Event [D: JCMZA14 " Facllity ID: TNP5387 ' If continuation sheet Page 16 of 40
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in 6 out of 7 outcomes listed in his ISP. |
1 A review of the BSP dated 4/21/15 revesled 3
target behaviors for Client #4: verbal aggression,
 physical aggression and obsessive behaviors.

Further review of the BSP revealed it did not |
| address con-compliance as a target behavior. '
Additional review of the BSP revealed DSP's
were o address non-compliance by “[respecting
Client #4] and his decisions...fand to only] engage
'in-activities which he enjoys."

During a conference call interview with the
| Qualified Intellectual Disabilities Professional
(QIDP) in the board room of the facility on 7/8/15
‘at 10:45 am, the QIDP confirmed there was
nothing in the BSP for Client #4 to address
_non-compliance. Further intervlew confirmed the
non-compliance was a "significant barrier to i
s -{-achieving-active treatment-and-the circle-of---—- e R
support (COS) needed to address it" Additional
interview with the QIDP confirmed the "facility
practice of engaging [Client #4] only in preferred
activity does not lead to self-sufficiency and teach
any skillful things to [Client #4]."
2. An observation in the home on 7/6/15 at 4:01
pm revealed Client #5 was asleep in his bedroom
with the covers drawn over his head. Continued
observation in the home revealed dinner was:
served at 5:16 pm but Client#5 remained in his
‘bedroom and did not come to the table to eat.
‘Additional observation at 5:17 pm revealed Client
#5 came out of room, retrieved an apple, and
returned to his room. Further observation in the
home from 4:02 pm until 6:37 pm revealed Client
#5 remained in his bedroom lying in his bed,
sltting at his computer, or standing in the room.

: An observation in the home on 7/7/15 at 7.05 am
revealed Client #5 was asleep in his bedroom
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.| bedroom asleep and did not come to the table to |
| eat. Further observation in the home at 7:56 am

| revealed:Client #5 came out of his bedroom,

| rétrieved a pair of jeans and a shirt, and returned

| to the jeans and shirt:he had retrieved earlier but
4 had go‘n’e ba'c'k t’o 'b‘e’d Final obse’rvatton from

{ of the home on 7/6/15 at 6:07 pm, BT confirmed
1 Client #5's prefers to be in his room "on his
I computer or watching movies." Further interview -

with the covers drawn over his head. Continued
| observation in the home revealed breakfast was
served at 8:08 am but Client #5 remained in his

to his room. Additional ebservation at 8:21 am
revealed Client #5 had changed from hls pajamas

: remamed in his bed in his bedroom except to
retrieve an.apple from the kitchien at 8:47 am.

During an interview with the BT in the living room

with BT confirmed refusal to partticipate in active |

‘Maintenance Plan (BMP). Additional:interview
with BT conflrmed the primary difference between.
a:BSP and BMP:was the latter was not as '
“intense as a BSP and it marked improvement

. with behaviors." Final interview with BT confirmed.
if Client #5 decided to do nothing for the day,
.although it was not preferred by the fagility, “lhey
'would have to respect his choice.”

' Areview of the Individual Support Plan (ISP)
dated 4/10/15 revealed Client #5 graduated from |
high schoel in 5/14.; Additional review of:the ISP
revealed despite having a history of “causing
severe damage or harm to people andfor
property...[Client #5] does not currently require
active behavior support services." Continued
review of the ISP reveals "[Client #5] has a strong
preference towards his computer and TV."

treatment was not addressed in his Behavior |

W 224
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Further review reveals Client #5 prefers to sleep
rather than engage in active treatment and
 receives $5.00 if he gets up by 10 am as the
1"COS feels the higher need at this time is to get
‘up." However, continued review of the ISP

| revealed the $5.00 Client #5 receives was not

| contingent on participating in any activities

{ instead, it was earned for waking up only.

Areview of the BMP dated 4/23/15 revealed 1
| target behaviors for Client #5: "physical
aggression towards others “I[defined by] hitting, |
kicking, scratching, biting, and causing harm to
others." Further review of the BMP reveals these | }
| behaviors are most likely to occur when "asking |
| him to complete a task he does not want to do." :
Final review of the BMP reveals "giving Client #5 t

|'choices" was the most effective manner of
rpreventing-physical-aggression— e .

‘During a conference call interview with the

: Qualified Intellectual Disabilities Professional
wo (QIDP) in the board room of the facllity on 7/8/15
.at 10:45 am, the QIDP confirmed there was no
“COS on horizon to address [Client #5]'s routine
he is determining and we have to change...and . :
:we have nothing in the BSP to address ' X
‘non-compliance." Further interview with the QIDP | '
confirmed "everything we do is non-productive
.and we avoid all non-preferred activities because
it his cholce." Additional interview with the QIDP
confirmed there is a conflict “with the whole
choice concept and putting something in place to
deal with Client #5's need to learn something by
giving him a defined array of choices." Further
interview with the QIDP confirmed there were
“boundaries on choices and non-compliance and
non-participation." Final additional interview with
| the QIDP confirmed the facility "practice of
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engaging [Client #5] only in preferred activity does

not lead to self-sufficiency and teach any skillful
things to [Client #5]."
483.440(c)(4) INDIVIDUAL PROGRAM PLAN

objectlves necessary to meet the cllent‘s needs
as identified by the comprehensive assessment
required by paragraph (c)(3) of this section.

This STANDARD is not met as evidenced by:

Based on record review, observation, and:
interview, the facility failed to ensure the
Comprehensive Functional Assessment (CFA)
was updated annually to assess the behavior of
non-compliance and assure a plan was
developed to address the needs most likely to
interfere with daily life for 2 of 2 un-sampled
clients (Client #4, #5).

The findings included:

1. Areview of Cliant #4's CFA dated 6/25/14
revealed a need to “increase in independence
with appropriate behavior and attention to task."
Further review of the CFA revealed an “liicrease

in outbursts...and need for emotional stability" to
focus on tasks presented to Client:#4. Further

review of the CFA revealed there was:no

assessment of the behavior of non-Gompliance
which posed a significant barrier to success In
daily life for Client:#4.

Areview of the Individual Support Plan (ISP)
dated 8/11/14 revealed "[Client #4) does not like
being told what to do." Further review of the ISP
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Corrective Action: Comprehensive Functional

Assessments (CFA) will be updated to reflect
the current needs of Clients #4 and #5. Thie ISP
will be adjusted to reflect the curtent needs
identified in the CFA. Staff will be trained on
skill acquisition outcomes.

Identification: The ICF Director reviewed the
practice and determined that the other
individuals could be at risk for CFAs which do
not reflect current needs.

Preventative Measures: The ICF/IID at Life
Bridges has been restructured to widen the
scope of both accountability and the number of
personnel resouroes brought to bear on the
challenges faced by the individuals served and
the staff who serve them, This change includes
changes in personnel including the QIDP and
Assistant Program Manager.

Monitoring: The Program Manager will work
with staff to gather pertinent data and complete
the Comprehensive Functional Assessment at
least annually. The ICF Director will provide
operating directions-and supervision to ensure

.| consistent implementation,

(X5)
GOMPLETION

8/24/15
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revealed "[Client #4] works...as he desires."
Additlonal review of the ISP identified "[Client
#4's] non-compliance and attention to task could
be a barrier to progress..." Non-cempliance by
[Client #4] was repeatedly discussed and . "
‘revealed as an impediment to active treatment in "
| 6 out of 7 outcomes listed in his ISP.

An observation in the home on 7/6/15 from 4:02
pm until 6:37 pm-revealed Client #4 remained in
{ihis bedroom lying:asleep in his bed.

: An observation in the home on 7/7/15 from 7:06
| & am until 12:17 pm revealed Client #4 remained in
| his bedroom lying asleep in his bed.

! During an interview with Direct Support

' Professional (DSP) #3 in the living room of the

| home-on-7/7/15 at-8:29-am; DSP#3 confirmed

| Client #4 rarely meets his goals. Further interview
| with DSP #3 confirmed his "behaviors [were]

| pretly severe and not provoking [Client #4] into

| having a behavior" is the primary reason
non-compliance was accepted by the staff at the - 1
facility. Final interview with DSP confirmed the
non-compliance was accepted by the facility and
"we just work around his schedule of things he

; wants to do."

During an interview with the Behavior Therapist
(BT) in the living room of the home on 7/6/16 at .
6:07 pm, BT confirmed Client #4's behaviors and
refusal to participate in active treatment is a
"significant barrier to learning skills." Further
interview with BT confirmed non-compliance was . :
not addressed in the current behavior support 5
plan (BSP), ISP, or assessed in the CFA for client '
#4., Final interview confirmed "respecting choice
was the primary reason the team decided to not

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: JCMZ11 Facllity ID: TNP5387
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address non-compliance with [Client #4]."

| During a conference call interview with the
| Qualified Intellectual Disabilities Professional {
(QIDP) in the board room of the facility on 7/8/15 |
at 10:45 am, the QIDP confirmed there:was

| nothing in the BSP, ISP, or assessed in the CFA

{ to address non-compliance by Client #4. Further
interview confirmed the non-compliance wasa -
{ “significant barrier to achieving active treatment

| and the circle of support (COS) needed to
address it."

2, Arevlew of Client #5!5 CFA dated 3/26/15 |
revealed "[Client #5] lacks interest in socializing...

[and] prefers to keep to himsalf." Further review
1 | of the CFA, under the heading "Attending Skills,"
' ‘repeatedly revealed "If [CHent #5] enjoys task

- then he will remain focused. If:the task Is ene he
‘does not enjoy:will rarely stay on task." Further

:review of the CFA reveals there-was no !
assessment of-the behavior of non-compliance | {
which poses a-significant barrier to success in: -
‘dally fife for Client #5, ] | '

A review of the Individual Support Plan (ISP)
‘dated 4/10/15 revealed "[Client #5] dees not
currently require active behavior support
is;.er\ﬂces " Continued review: of the ISP revealed
"[Client#5] has a strong preference fowards his

5 computer and TV." Additional review reveals

| Client #5 prefers.to sleep rather than engage in i
active treatment. Further review of Client #5's ISP | Y
reveals he has.no interest in "non-preferred
tasks" and routinely will not leave his room.

‘ An observation in the home on 7/6/15 from 4:02
pm until 6:37 pm revealed Client #5 primarily
remained in his bedroom lying in hls bed, siiting

"FORM CMS-2667(02-99) Previous Versions Obsolete Event1D: JCMZ11 Facility ID; TNP5367
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at his computer, or standing in the room.
| Additional observation at 5:17 pm revealed Client
#5 came out of room, retrieved an apple, and

| returned to his reom.

| An observation in the home on 7/7/15 from 8:03
am until 12:17 pm revealed Client #5 remalned in
his bed in his bedroom except to retrieve an
| apple from the kitchen at 8:47 am.

| During an Interview with DSP #4 in the living

room of the home on 7/7/15 at 8:52 am, DSP #4
confirmed "we do not like to push him to provoke

| him to have a behavior since he has been doing

| much better with just letting him do what he wants
to do for the day." Final interview with DSP #4

| confirmed the facllity was aware Client #5's

| non-compliance and the "strategy was to let him

e getiha..{unwe_forme_day.u S ——

| During an interview with the BT in the living room
1 of the home on 7/6/15 at 8:07 pm, BT confirmed
refusal to participate in active treatment was not
‘addressed in his Behavior Maintenance Plan

1 (BMP), ISP, or assessed in the CFA. Final
interview with BT confirmed if Client #5 decided
{ to do nothing for the day, although it was not

{ preferred by the facllity, "they would have to

{ respect his choice."

 During a conference call interview with the
Qualified Intellectual Disabilities Professional

| at 10:45 am, the QIDP confirmed there was

1to deal with non-compliance. Further interview
i with the QIDP confirmed there were "houndaries

- | on choices and nan-compliance and

non-participation.” Final additional interview with

| (QIDP) In the board room of the facility on 7/8/16 |

‘nothing in the IPP, BMP, or assessed in the CFA
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the QIDP confirmed the facility “practice of
engaging [Client #5] only in preferred activity does
i not lead to self-sufficiency and teach any-skillful

| things to [Cllent #5]."

w 249.- 483.440(d)(1) PROGRAM IMPLEMENTATION W249 Y =t S
| soon as the imtrdisipinary feamhas | ' Pyt sherapst o review Clont #5 gae bl
ormulated a client's individual program plan, 1 ‘1| needs and plan. The result will be reflected in
each client must receive a continuous acfive { - the ISP, StafFwill be tratned on okill
treatment program consisting of needed i 1-|* acquisitiosi outcomes and formal and informal
Interventions and services in sufficient number : ‘|| dctive treatment to be incorporated-into the
| and frequency to support the achlevement.of the | -|' total day. This training will be doctimented by
objectives identified in the individual program: | || signature sheets attached to the agenda and
plan. ; ! haadouts.

. Identification: The ICF Director reviewed the
: . citation and recognized that others in the home
- X " tould be at risk of the deficiency.

This STANDARD is not met as evidenced by: : B 4

. Based on observation, interview, and record Preventative Measures: The Program
‘review the facility falled toimplement the ~| Manager will track and trend outcome results
Individual Support Plan (ISP) through a - .| monthly; training staff, and alerting the IDT to
! continuous active treatment program of sufficient .| {!| changing needs as appropriate. The Program

] Manager will work with Assistant Program
1| Managers and supervisors to ensure timely |
implementation of programming. (L

.number and frequency to meet outcomes for 1 of |
3 sampled clients (Client #2) and 2 of 3 I 4
un-sampled clients (Clients #4, #5). ' 1

o i | | Corrective Action: Clients #4 and #5 CFA, ;
The findings included: : ISP, and BSP will'be reviewed and updated to | §
i 1| reflect barriers posed by non-compliant i
| tendencies, Staff will be trained in providing. 4

1. QObservation at the home on 7/6/15 from4:00 ||| functionalchoices, active treatment and skills
PM to 7:00 PM revealed Direct:Support: 1| acquisition outcomes. Staff and Program
Professional (DSP) #1 held on:to Client #2's.gait | | Manager will work together to increase

belt at midline from back waist:area throughout || compliance with programming,

the observation. DSP #1 followed the cliént &s he |- A : , . :
roamed from the common area, to'the kitchen, t6 . jf Adentificatlon: The.ICF Direotor reviewed the

) i T A T s noted practices finding that other persons

 the gazebo outside; movement in and out of the served are at risk for the deficient practice.

'home. There were no leisure or sensory
materials presented to the client throughout the

I o . | H a1 e et e !
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) K . trained in active treatment and skill
afteroon/evening routine. The client took his e,
h e ainie | acquisition outcomes. The Program
s__hoes off at 9:35 PM; staff fpllowed him into the I Manager will track and teend outcome ;
kitchen holding on to the gait belt. The client results monthly; training staff and alerting |

turned off the light as he entered the kitchen. The the IDT to changing needs as appropriate,
client left the kitchen and entered the common
room area and saton the couch. The client's Monitoring: Outcome results will be
.socks and shoes were on the floor at the time. reviewed with Supervisors quarterly
The client continued this pattern of movément through the Supervisor Mecting. The ICF
throughout the observation and only paused.to ' D‘:f““" Wil "“’t"’d"-.:‘??m"’-‘g. F:'“?‘"‘m“s
consume his dinner meal. DSP #1 continued to itk scomintimens s
hold on to the client's gait belt throughout his { ™ '

movement in and outside the home. There were
no materials presented to Client #2 for

engagement.

Duting an Interview with DSP #1 concerning his

continuously holding on to the client's gait belt, at e i i
-~=-—the-Home-on 7/6/15-at 4:10 pm;-DSP-#1-indicated i e e

he was supposed to hold on to Client #2's gait

belt at all times because the client is unsteady.

Observations at-the home on 7/7/15 from 8:30
am fo 9:30 am revealed DSP #5 presented Client
#2 with some markers and paper. The client took
the top of the marker off and swiped an area of
the paper; there-was no functional use of the
marker. DSP #5 presented clay dough which the
client manipulated for a few seconds, but he
displayed no consistent response to the material.
DSP#5 did not engage with Client #2 to provide
tralning, encouragement, or direction in what to
do with these items. The client took off his shoes
and socks and walked around the home and
outside the home for most of the observation
period. There were no additional materials
presented to Client #2 for engagement during the
morning routine in the home.

N EEER i Event ID: JOMZ11 {f continuation sheet Page 25 of 40
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‘| During an interview with DSP #5 at the home, on

{ "Yes." DSP#5 indicated she implemented it once

{ unsteady.

A review of the Individual SUpport Plan (ISP),

717115 at 12:00 pm; DSP #5 was asked how
Client #2 communicated, DSP #5 reported Client
#2 will grab what he wants. The surveyor asked

! about the client's communication goal to sign

this morning in the bathroom: DSP #5 noted she '
did not integrate the communication program at
any other time during the morning routine.

In further interview, DSP #5 stated there are days |
| Client #2 might participate in activities, other days f
i he will not. DSP #5 stated his ambulation plan i
' says staff is to stay within amm's length unless his |
gait is unsteady, and we grasp the galt belt when |
he ambulates over uneven terraln orif he is

:dated 10/31/14, for Client #2 on 7/7/15 revealed
the client's favorite. activity is looking at:
magazines, especially phone books and
‘magazines about cars, He enjoys watching
‘automobile racing, coaking shaws,. He:enjoys
video games, will occasionally join in but
generally prefers to watch the game played by
others. He enjoys:sweeping:and helping.in the
kitchen,

iContinued review of the ISP revealed Client #2
‘wears a gait belt and stafflsto remain within
-arm's reach while client is ambulating. Because

team agreed it would be sufficlent for staff to be

Client #2 values his personal space, the planning |
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within arm's reach instead of holding the gait belt.
The ISP also noted: originally staffs were holding
the gait belt which resulted in many behavior
issues.

Additional ISP review noted Client #2 stays at
home some times during the day. On these days
he does work on different activities at the home.
He enjoys watching cooking shows, playing play
station, karaoke, and coloring with markers. He
will go to the center and participate at the sensory
room or at Mcintire house as he desires. He
enjoys functional sensory activities at the center,
enjoys play dough and finger painting.

Further ISP review revealed Client #2 has an

2N (‘,(Gopfh%u‘nm 4- OfAe,([
20 §et)to i
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his socks on with verbal prompts for-each
sock/foot. Client #2 has an outcome goal by
10/31/15 to improve communicating by leaming
“ves" by raising and lowering his fist. The
behavior support plan (BSP) for Client #2, dated
4/29/15, indicated staff are to have client
communicate by signing "yes" when asked if he
would like a break, a preferred item, a change of
activity or staff attention, Per the BSP staff
should offer opportunities to sign "yes" throughout
each shift. Staff should model the sign for "yes"
when they say yes to Client #2.

During a telephone interview with the Qualifled
Intellectual Disabilities Professional (QIDP), on
7/8/15 at 10:55 am, the QIDP indicated she has
been on the job less than 6 weeks. The QIDP
indicated Client #2's ISP goals should be followed
by staff. The QIDP indicated she was aware

4353,
B e
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Client #2 has refused to attend the day program.
The QIDP indicated she is still in the transition
stage of her role, the observing stage, and has a
lot to learn about the clients. The QIDP noted
she has not had time to abserve the routine in the
home to adequately assess staff implementation

'| of goal training and the ISP for client #2.

{ 2. An obsérvation in the home on 7/6/15 at4.01 :
prn revedled: Client #4 was asleep in his bedroom
I with the covers drawn over his head. Continued

| observation in the home revealed dinner was
%servgd at 5:16 pm but Client #4 remained in his

* bedroom and did not come to the table to eat.

{ Further observation in the home from 4:02 pm
until 6:37 pm revealed Client #4 remained in his

| bedroom:lying in his bed asleep.

-An obsgervation in the home on 7/7/15 at 7:05 am |
revealed Client #4 was asleep in his bedroom f;
with the covers drawn over his head. Continued & :
iobservation in the home revealed breakfast was | i
‘served at 8:08-am but Client #4 remained in his | i
‘bedroom and did not come to the table to eat. '
‘Further observation in the home from 7:06 am
‘untit 12:17 pm revealed Client #4 remalned in his 1 |
: 3badroom lying in his bed asleep. : . ,

|

\During an interview with Direct Support j

‘Professional (DSP) # 1 in the living of the home | |

|'on 7/6/15 at 6:01 pm, the DSP confirmed Client |
#4 "does:as he chooses." Further interview with ||

DSP-# 1 confirmed "we do give him choices and I

if he wants to lie In his bed and stay in his room,

we have fo respect those choices."

During an interview with DSP #3 in the living
| room of the home on 7/7/15 at 8:29 am, DSP #3
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] A-review of the daily notes for tha'month'bf-dune;-l

. ihdependently.” Further review of the IPP, under a

confirmed Client #4's day "depends on lots of
‘variables." Continued interview with DSP #3
confirmed Client #4's attendance at the Hunt
Opportunity Center (HOC) was "not what it used
to be and he rarely makes his goal to attend 4
times per week."

A review of the ISP dated 8/141/14 reveals the
following outcome: "[Client #4] will work on task at
the OC [his day program] for 3 hours, four days
 each week without 1:1 staffing." Further review of |
the IPP, under a separaté heading listed as i
"Barriers,” the IPP reveals "[Client #4]'s ;
non-compliance and attention to task could be a
barrier to progress in this area." Final review of )
the IPP reveals Client #4 was to attend the OC at
least 16 times in a month.

2015 reveals Client #4 did not meet the outcome --‘
‘of working on task at the OC for 3 hours, four
days each week at any time during the month of
June.

A review of the “Confidential Monthly Review"
[CMR] for the month of May, 2016 reveals Client
#4 met this goal only 2 times out of 16. Final.
review of the CMR for the month of Aprll, 2016
reveals Client #4 only met this goal 5 times out i
.16.

‘Areview of the ISP dated 8/11/14 reveals the
following outcome: "[Client #4] will increase his
lindependent living skills in the kitchen by setting
the oven temperature for his recipe

separate heading listed as “Barriers," revealed
/[Client #4]'s non-compliance and attention to task

could be a barrier to progress in this area.”" Final |
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SUMMARY STATEMENT OF DEFICIENCIES

| review of the IPP reveals Client #4 was to work
'| on this gutcome at least 12 times in a:month.

| During a conference call interview with the
Qualified Intellectual Disabilities Professional

A review of the daily-notes for the month of June,
‘1 2015 reveals:Client #4 did not meet this outcome
i to increase his independent living skills in the
kitchen by setting the oven temperature.

| |
| Areview of the CMR for May, 2015 reveals Client |
#4 did not meet this outcome for the month.

| at 10:45 am; the QIDP confirmed non-compliance’
| was a “significant barrier to achieving active
| treatment and the circle of support (COS) needed '
/to address it." Additional interview with the QIDP
{ confirmed the “facility practice of engaging
[Client #4] only in preferred activity does not lead
1 to self-sufficiency and teach any skillful things to
[Client #4]."

3. An observation in the home on 7/6/15 at 4:01

{ with: the.covers drawn over his head. Continued
obse‘rv'atlon in th"e h'ome r’eVeaIed _qu_mer was:

‘bedroom and dld not come to the table to eat
“Further observation in the home from 4:02 pm

'f until 6:37 pm:revealed Client #4 remained in his
'bedroom lying in his bed asleep.

'An observation in the home on 7/7/15 at 7:05 am
‘revealed Client:#4 was asleep in his bedroom
with the covers drawn over his head. Continued
observation in the home revealed breakfast was
served at 8:08 ambut Client #4 remained in his

| (QIDP) in the ‘board room of the facility-on 7/8/15 |

‘pm revealed Client #4 was asleep In his badroom |:

{X4) ID | D PROVIDER'S FLAN.OF CORRECTION o5
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bedroom and did not come to the table to eat.
Further-observation in the home from 7:06 am

bedroom lying in his bed asleep.

During ‘an interview with DSP #4 in the living

room of the home on 7/7/15 at 8:52 am, DSP #4
 confirmed "we do not like to push him to provoke
him to have a behavior since he has been doing
‘much better with just letting him do what he wants
to do for the day." Final interview with DSP #4
confirmed Client #5 primarily wants to "be on his
computer and watch his movies."

| A review of the ISP dated 4/10/15 reveals the
| following outcome: “[Client #5] will engage inan

activity outside of his room, in the common areas
of the house, for three minutes. Further review of

“Hthe'IPP-under-a-separate-heading listed as—-

“*Barriers," the IPP reveals "[Client #5] prefers to
‘be in his room." Final review of the IPP reveals

| Client #5 was to work on this outcome at least 30
. times in a month.

‘2015 reveals Client #4 did not meet this outcome
o engage in an activity outside of his room, in the
common areas of the house, for three minutes at

| any time during the month.

' A review of the CMR for the month of May, 2015
reveals Client #5 did not meet this outcome for
‘the month. Final review of the CMR for the month

this outcome during the month.

A review of the ISP dated 4/10/15also reveals the
following outcome: "[Client #5] will assist with

picking up his groceries every other week by

until 12:17 pm revealed Client #4 remained in his

' A review of the daily notes for the month of June, ]

of April, 2015 also reveals Client #5 did not meet |
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helping to put the groceries in the van." Further

{ review of the IPP, under a separate heading listed
| as "Batrriers," the IPP reveals “[Client #6] has
strong preferences and may fixate:on doinga
preferred activity rather than pick up:grocerigs.”
Final review of the IPP reveals Client #5 was to
work on this outcome at least two (2) times in a

month.

| A review of the daily notes for the. month of June,
2015 reveals Client #5 did not meet this ottcome -
to pick up his groceries by helping to put the ; 4
.groceries in the van at any time during the month: |

A review of the CMR for the month of May, 2015

reveals Client #5 did nat meet this outcome to

' pick up his groceries by helping to put the
groceries in the van at any time during the month.

. Final review of the CMR for the month of April,

12015 also reveals Client #5 did not meet this

outcome for the month. ' ;

! Areview of thie ISP-dated 4/10/15: also reveals the
4 following outcome: "[Client: #5] will incréase his , [
|.independence with doing his latndry." Further
i review of:the IPP under a separate heading listed |
. as Barriers,” the:lPP reveals "[Client #6] often

His attention to non-preférred tasks niay be

barrier to.this outcome." Final review of the IPP
reveals Client #5 was to work on this outcome at |
ieast four (4) times in a month.

I A review of the daily notes for the month of June,
2015 reveals Client-#5 did not meet this outcome
to increase his independence with deing his
laundry at any time during the month. | _ :

A review of the CMR for the month of May, 2015 | | , § |
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reveals Client #5 did not meet this outcome to
increase his independence with doing his laundry
in the month. Final review of the CMR for the

month of April, 2015 also reveals Client #5 did not

meet this outcome during the month.

During a conference call interview with the QIDP
in the board room of the facility on 7/8/15 at 10:45
am, the QIDP confirmed there is no "COS on
horizon to address [Client #5]'s routine he is
determining and we have to change." Further
interview with the QIDP confirmed “"everything we
do is non-productive and we avoid all
non-preferred activities because it his choice."
Further interview with the QIDP confirmed there
were "boundaries on choices and
non-compliance and non-participation." Final
additional interview with the QIDP conifirmed the

_facillty”"practit;e—ofengaging‘[@.lient#&]nnlyin—' -

preferred activity does not lead to self-sufficiency
and teach any skillful things to [Client #5]."
W 312 483.450(e)(2) DRUG USAGE

Drugs used for control of inappropriate behavior
must be used only as an integral part of the
client's individual program plan that is directed
specifically towards the reduction of and eventual
elimination of the behaviors for which the drugs
are employed.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure there was no use of drugs for
behavior management on an as needed (PRN)
basis for 3 of 3 unsampled clients (Client #4, #5
and #6).
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I W32 8/24/15
Corrective Action: As needed medications
for Clients #4, #5, and #6 wete reviewed

-and discontinued by the physician,
Medical/behavioral protocols for each ;
individual were discontinued. Psychotropic

I' medications were reviewed and adjusted as
‘needed.

" Identification: The ICF Director, ICF |
Chiarge Nurse, and Director of Nursing met
1o review the practioe and found that other
individuals in the home were not at risk for
this practice.

| Preventative Measures: A ncw protacol
for medications effecting behavior was

. developed and implemented. Medications

1 for behavior were reviewed for each

individual in the home.
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.| The findings included;

j altering behavior is administered to Client #4 on a

| PROTOCOL," revised 10/20/14, revealed staff

| behaviors. The protocol listed signs and
| symptoms of agitation that might escalate into a
| behavior and instructed staff to call the

| appeared to be escalating fo a point of "imminent
{ risk of danger to self or others." Continued i

| the PRN protocol was needed and would direct
| staff to call the nurse on call for authorization

'| administration of 20 milligrams (mg) of Geodon
| by injection (per protocol). Further review

Y every 10 hours notto exceed 2 doses in a 24

‘Continued From page 33

1. Areviewof Client #4's "MEDICAL BEHAVIOR |

was to first follow the Behavior Support Plan for

supervisor/shift leader on call if the ‘behaviors

review revealed the supervisor would determine If |

'revealed 20.mg of Geodon could be administered

'hour peried.

A review of a facility "Current Medication List" for
Client #4, dated 7/7/15, revealed the following
.PRN medication: Geodon 20 mg by injection
-every 10 hours for:'severe behaviors per protocol.

During an interview with the: Bshavior Therapist
(BT) in the home's office, on 7/7/15 at 6:45 pm,
rthe BT confirmed psychotrapic medication for

IPRN basis.

2 Areview of Client #5's "MEDICAL BEHAVIOR
| PROTOCOL," revised 10/28/14, revealed staff
was to follow the client's Behavior Maintenance |

W312|

| trained ICF Administration on the protocol:

Monitoring: The ICF Cha:rge Nurse trained
nurses on the protocol. The ICF Director

The ICF Charge Nurse, Assistant Program
Manager (Case Management) and supervisor
will review the eMAR monthly:
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Plan (BMP) for deescalating behaviors. {f
behaviors continued or showed "slgns of
escalating into a severe behavior," staff was to
contact the on call supeivisor who would
determine if the nurse on‘call shotild be contacted
to authorize admiinistration of PRN Atarax by
injection. ‘Continued review revealed oral Atarax
could be administered, with authorizatlon, if the
"AGITATION IS AT THE LEVEL THAT AN
INJECTION WQULD CAUSE HARM ..."
Additlonal review revealed instructions for the
seévere aggression is not eliminated within 4§
minutes of the administration of'the Atarax.

I Further review revealed instructions for staff to

. call the nurse on call for an emergency room

- referral if- severe behaviors continue after
-administration of the Risperdal.

A review of a facility "Current Medication List" for
Client #5, dated: 7/7/15, revealed the following

PRN medications: Atarax 10 mg/6 mi orally PRN |
3 for Bipolar per protocol; Atarax 100 mg PRN by
i injection for Bipolar per protocol; and, Risperdal

{ 0.5 mg/1 ml cream transdermal every 24 hours
'PRN for Agitation ;per-protacol..

‘During an interview with the BT in the home's
‘'office, on 7/7/15 at 6:45 pm, the BT confirmed v
.psychotropic medication for altering behavior is v
administered to Client #4 on a PRN basis.

'3, Areview of Client #6's "MEDICAL |
‘BEHAVIORAL PROTOCOL FOR AGITATION,"
revised 9/10/14, revealed staff was to "observe l
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hitting ..., and rocking back and forth and talking
to self In agltated voice, holdlng head - any |
unusual behaviors for service recipient.”
Continued review revealed staff should check
bowel movement logs. If Client#6 had nothad a |
large bowel movement within 2 days, the Bowel
Movement Protocol was to be followed.
| Additional revlew revealed the house nurse was ,|
| to contact the Registered Nurse (RN) on duty for |
"prn psychotropic approval:“ The house nurse
would then administer 1 mg of Ativan orally as :
every 4 hours as needed, limited to 4 doses in 24 i
hours.

| A review of a facility "Current Medication List" for
Client #6, dated 7/7/15, revealed the following

PRN medication: Ativan 1 mg orally PRN every 4
hours for agitation.

During an interview with the BT in the home's |
office, on 7/7/15 at 6:45 pm, the BT confirmed |
psychotropic medication for-altering behavior is i
lladministered to Client #4 on a PRN basis. - —

W 488483.480(d)(4) DINING AREAS AND SERVICE | W488| [yage 1 | #rans
i ) ) ' Corrective Action: Clients #1, #2, #3, and
The facility must assure that each client-eatsina | 1 i #6will beprovided with support to join in
-manner consistent with his or her devélopmental | i1l family style dining to the level of their
ability;

fevel. . i

Clients #4 and #5 prefer to eat in their
rooms. They will be supported.to assist with

;This STANDARD s not met as evidenced by: : o repetuiiin ool oritamt to 2t with

-.Base'd on obser\(gtlon, record review, gnd : | theii poers: 'This will be:addressed as part i
interview, the facility failed to ensure clients were | of their compliance plans through their i
“provided support, training, socialization, and - | Bsps. |

!'opportunitles to eat meals in a manner consistent
i with their developmental levels for 3 of 3 sampled

1l
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clients (#1, #2, #3) and 3 of 3 un-sampled clients
1 (#4, #5, #06).

The findings included:

;1. An observation in the home of the dinner meal
on 7/6/15 4t 5:16 pm, revealed Client #1, #2, and
#6 seated at the table. Additional observation
revealed Client #1, #2, and #6 received their
.pre-plated meals and pre-poured drinks from

| Direct Support Professionals (DSP). Continued
chisefvation revealed, although there were

were provided te Client#1, #2, and #6 for their

i personal use and they were not encouraged to
.use napkins during the meal. Continued
‘observation also revealed Client #1, #2, and #6
were periodically using their fingers to scoop food
orito their: ‘spaons.and received no-instruction or
'encouragement in the proper use of utensils for
this need. Additional continued observation
.revealed there was no instruction or

| encouragement to engage in conversation or

' socialization during the dinner meal. Continued

| observation revealed there were no serving bowls
or pitchers.set at the table. Further observation of
‘the pre-dinner preparation, dinner meal, and the
post-dinner clean-up, revealed clients #1, #2, #6
‘did not assist with any of the meal preparation,
set the table, serve themselves, clear the table
after the meal, or wash dishes or place dishes in
a dishwasher, or clean the kitchen following the
dinner meal.

A review of the Individuat Support Plan (ISP) for
Client #1 dated 9/1/14 reveals "[Client #1] is
‘Increasing his participation in household chores
and is Independent with some tasks in the

'napkins sitting at one part of the table, no napkins |

[
|

kitchen." Further review of the ISP reveals "{Client.
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Continued From page 36 w488 Identification: Each individual in the home

[

was tagged in this citation.

independence, and table manners and

Preventative Measures: Staff will be trained
on family style dining, supporting to foster
the highest possible level of functional

hygiene.

Monito¥ing: Supervisors will observe
mealtime for family style dining at least
weekly through September and at least
monthly thereafter to ensure. implementation,
Documentation will be provided through
supervisory contacts, The Program Manager
will monitor through supervisor meetings
through September and monthly through the
review process to ensure implementation

|
!
|

'!
|
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#1] should be encouraged to participate in
household activities and independent living skills"
during the meal time.

A review of the ISP for Client #2 dated 10/31/14
reveals he enjoys sweeping and helping in the

kitchen. Further review of the ISP reveals Cllent
| #2 has been working on participating in meal |
‘| preparation, if

| Areview of the ISP for Clierit #6 dated 9/22/14 | | |
| reveals, although he has not assisted with meal i
. preparatlon in the past; he does require modeling | |
| because he has difficulty using the proper ) : B
rutensils and must be encouraged to "drink '
periodically and control portion size."

|'During an Interview with DSP #1 on 7/6/15 at [
'5:52 pm, DSP #1 confirmed the dining experierice j i
during the evening for Client #1, #2, and #6 was i
"pretty typical" of what happens daily during
mealtimes at the facility.

' During a phone interview with the Qualified
"Intellectual Disabjlities Professional (QIDP) on [
| 7/8/15 at 11:11 am, the QIDP confirmed Client #1, |
#2.and #6. should be using proper utensils and
‘napkins during meals. Additionalinterview with
i'the QIDP also confirmed Client #1, #2, and #6
were to have "independent skills-and teach them
so they can help themselves." The QIDP also
confirmed there were some: staff where a “shift
into mode from caretaker to trainer was needed." :

2. An observation in the home of the dinner meal
on 7/6/15 at 5:16 pm revealed Client #3, #4, and
#5 never came to the table to eat with their

-|'housemates. Additional observation revealed l
'Client #3, #4, #5 were in their bedrooms during |
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-the dinner meal. Furtherobservation from 5:16
:pm until 6:57 pm revealed Client#3, #4, and 5
were In their bedrooms either in their bed asleep,
watching televlsion, or using the computer.

| Areview of the ISP for Client #3 dated 3/27/15
reveals Client.#3 is to "follow mealtime:
instructions" and assist:with household: activities, !
such as meal time preparation.

A review of the ISP for Client #4 dated 4/10/15
reveals Client #4 has a tlining plan because he
"avoids using utensils while eating" and "[staff]
are to encourage him to use utensils" Further
review of the ISP reveals [Client #4][enjoys]
helping with his meal preparation and should be
encouraged to participate in these activities.

reveals Client #5 was to "[assist] with meal
preparation.”

K1
During an Interview with DSP #1 on 7/6/15 at
5:52 pm, DSP #1 confirmed Client #4 and #5
"choose to not come to the table." Further
interview confirmed Client #6 will come fo the
table "if he feels like it." Final interview with DSP:
#1 confirmed the dining experience was “pretly
typical" of what happens daily during mealtimes at
the facillty.

During a phone interview with the QIDP on ?!8/15
at 10:56 am, the QIDP confirmed they were in a
transition stage for their new role at the facllity
since starting in early May, 2015. The QIDP
further confirmed they had not had time to
observe the routine in the home to adequately
assess Client #2, #4, and #5's invalvement In

j meal preparation, and the support, training, and

~Areview-of the:ISP-for Client#5-dated-8/1/14 - -

W4881 . —— e g A%

]
L]
I
i
|
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| seciallzation needs of the client in the home.
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AFFIDAVIT

STATE OF TENNESSEE

COUNTY OF Bradley

NAME OF FACILITY: Life Bridges, Inc.

l, ® \O/YKOL Jac Kso I\ _, after first being duly sworn, state under oath that | am the

applicant named in this Certificate of Need application or the lawful agent thereof, that |

have reviewed all of the supplemental information submitted herewith, and that it is true,
accurate, and complete.

A \bon Cen

Signature/Titfe

Sworn to and subscribed before me, a Notary Public, this the 3?5 day of

May 20t
witness my hand at office in the County of T")m eum , State of Tennessee.

OTARY E IC
My commission expires

Ot-24 ., 2ni1 .
o “‘1‘?“ Wy
“1-:".':\\ WYNN ¢ L‘h'w
-~ N o":‘ --------- . e 5
HF-0043 £V oSy
Revised 7/02

i ToF - %%
{TEMNESSEE: ¥
NOTARY § 7

------
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State of Tennessee
Health Services and Development Agency

Andrew Jackson Building, o™ Floor, 502 Deaderick Street, Nashville, TN
37243
www.tn.gov/ihsda Phone: 615-741-2364/Fax:615/532-9940

May 31, 2016

Diana Jackson, CEO

Life Bridges, Inc.

764 Old Chattanooga Pike
Cleveland, TN 37311

RE: Certificate of Need Application CN1605-017
Life Bridges, Inc.

Dear Ms. Jackson:

This will acknowledge our May 27, 2016 receipt of your supplemental response for an
application for a Certificate of Need for the relocation of a 6 licensed bed ICF/IID home from
2601 Bower Lane, Cleveland (Bradley County), TN to 3745 Adkisson Drive, Cleveland
(Bradley County), TN.

Several items were found which need clarification or additional discussion. Please review the
~list of questions below and address them as indicated. The questions have been keyed to the
application form for your convenience. I should emphasize that an application cannot be
deented complete and the review cycle begun until all questions have been answered and
furnished to this office.

Please submit responses in triplicate by 12:00 noon, Tuesday May 31, 2016. If the
supplemental information requested in this letter is not submitted by or before this time, then
consideration of this application may be delayed into a later review cycle.

1. Section C, Economic Feasibility, Item 5

Your response is noted. Please verify the following table identifying the project’s gross
charge, average deduction from operating revenue, and average net charge per patient
day. The applicant should divide the total patient days in Year One of the Projected Data
Chart into the total gross charges, deductions from operating revenue total, and total net
charges to calculate the charges.

Year One Year Two .
Average Gross Charge | $1,225,994/2,190=8559.8 | $1,232,993/2190=3563.0
(Gross charges/total days) | 1 . 1

Average Deduction 0 0

(Total Deductions/total

days) -

Average net Charge Total | $1,225,994/2,190=$559.8 | $1,232,993/2190=5563.0
Net Operating 11 1

Revenue/total days)
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2. Section C. (Need) Item 4 (Population Demographics)

Your response to this item is noted. Using population data from the Department of

Health (https://www.tn. gov/health/article/statistics-con), enrollee data from the Bureau of
TennCare, and demographic information from the US Census Bureau, please complete the

following table and include data for each county in your proposed service area.

Variable

3. Section C, (Economic Feasibility) 6.a and 6.b

& i X N 2 3 & > N
"g g § : ] 1Y §
Current Year (CY), 17,879 | 61,073 | 11,089 | 2,677 | 9,325 |3,680 |6,589 |[112312 | 1,012,937
Age 65+ . )
Projected Year (PY), | 20,381 | 69,752 | 12,650 | 3,151 | 10,680 | 4,134 | 7,571 | 128,319 | 1,134,565
Age 65+ | .
Age 65+, % Change | 14.0% | 142% | 14.1% |17.7% | 14.5% | 12.3% | 14.9% | 14.3% 12.0%
Age 65+, % Total (PY) | 16.9% 17.1% 204% |21.9% | 20.0% |21.1% |19.4% |19.8% 15.2%
CY, Total Population | 105,549 | 356,156 | 54,449 | 12,221 | 46,563 | 17,442 | 33,934 | 626,314 | 6,649,438
PY, Total Population | 109,706 | 368,666 | 35,724 | 12,462 | 48,648 | 17,812 | 35,216 | 648,034 | 6,894,997
Total Pop. % Change | 3.5 3.5% 23% | 2.0% | 45% | 2.1% |38% |3.5% 3.7%
TennCare Enrollees | 20,321 | 61,399 | 11,270 | 2,907 | 10,881 | 3,784 | 8,490 | 119,052 | 1,331,838
TennCare Enrollees as | 19.3% 17.2% 20.7% | 23,8% | 23.4% | 21.7% |250% |19.% 20.0%
a % of Total
Population -
Median Age 38 39 42 43 42 43 40 41 38
Median Household | $41,083 | 846,702 | $39,41 | 825,15 | $37,59 | $39,07 | $36,74 | 837,965 | 44,298
Income 0 0 S | 4 1 _ _
Population % Below 19.6% 16.8% 18.0% |20.9% |19.6% |16.4% |22.5% |19.11% 17.6%
Poverty Level _ 1 | -

The Current per diem rate of $585.77 is noted. However, please provide the proposed
per diem rate as reflected in the Projected Data Chart. Please verify the Per Diem charge

for 2017 is $559.81 (81,225,994/2,190 days) and the per diem charge for 2018 is $563.01
($1,232,993/2,190 days).

In accordance with Tennessee Code Annotated, §68-11-1607(c) (5), "...If an
application is not deemed complete within sixty (60) days after written notification
is given to the applicant by the agency staff that the application is deemed
incomplete, the application shall be deemed void.” For this application, the
sixtieth (60™) day after written Nofification is Tuesday, Tuly 12, 2016. If this
application is not deemed complete by this date, the application will be deemed
void. Agency Rule 0720-10-.03(4) (d) (2) indicates that "Failure of the applicant to
meet this deadline will result in the application being considered withdrawn and
returned to the contact person. Resubmittal of the application must be
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accomplished in accordance with Rule 0720-10-.03 and requires an additional filing
fee." Please note that supplemental information must be submitted timely for the
application to be deemed complete prior to the beginning date of the review cycle
which the applicant intends to enter, even if that time is less than the sixty (60) days
allowed by the statute. The supplemental information must be submitted with the
enclosed affidavit, which shall be executed and notarized; please attach the
notarized affidavit to the supplemental information.

If all supplemental information is not received and the application officially deemed
complete prior to the beginning of the next review cycle, then consideration of the
application could be delayed into a later review cycle. The review cycle for each
application shall begin on the first day of the month after the application has been
deemed complete by the staff of the Health Services and Development Agency.

Any communication regarding projects under consideration by the Health Services
and Development Agency shall be in accordance with T.C.A. 3 68-11-1607(d):

(1) No communications are permitted with the members of the agency once the
Letter of Intent initiating the application process is filed with the agency.
Communications between agency members and agency staff shall not be

" prohibited. Any-communication received by an agency member from a
person unrelated to the applicant or party opposing the application shall be
reported to the Executive Director and a written summary of such
communication shall be made part of the certificate of need file.

(2) All communications between the contact person or legal counsel for the
applicant and the Executive Director or agency staff after an application is
deemed complete and placed in the review cycle are prohibited unless
submitted in writing or confirmed in writing and made part of the
certificate of need application file. Communications for the purposes of
clarification of facts and issues that may arise after an application has been
deemed complete and initiated by the Executive Director or agency staff
are not prohibited.

Should you have any questions or require additional information, please do not
hesitate to contact this office.

Sincerely,

Phillip M. Earhart
Health Services Development Examiner
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AFFIDAVIT

STATE OF TENNESSEE

COUNTY OF B\ ad I("xlj

NAME OF FACILITY: [; o o e S L.

l, Dian_a_ 3 aclsoin _, after first being duly sworn, state under oath that | am the
applicant named in this Certificate of Need application or the lawful agent thereof, that |
have reviewed all of the supplemental information submitted herewith, and that it is true,

accurate, and complete.

Asa)

i Signature/Title//

|
i

Swormn: to:and subscribed before me; & Notary Piblic; this the. day-of My | 201k,
witness my hand at office in the County of (tl\f)radle.w , State of Tennessee.

NOTARY PUBLIC

My commission expires (s ll = . , 2D\

HF-0043

Revised 7/02

''''''''



State of Tennessee

Health Services and Development Agency

Andrew Jackson Building, 9™ Floor

502 Deaderick Street

Nashville, TN 37243

www.tn.gov/hsda  Phone: 615-741-2364 Fax: 615-741-9884

PUBLICATION OF INTENT
The following shall be published in the "Legal Notices" section of the newspaper in a space
no smaller than two (2) columns by two (2) inches.

g R S S N e T ™ol ol S T Tl S T el W B T Tel™ ol ol W "™l ™™ ol T "™l R ™

NOTIFICATION OF INTENT TO APPLY FOR A CERTIFICATE OF NEED

This is to provide official natice to the Health Services and Development Agency and all interested parties, in
accordance with T.C.A. § 68-11-1601 et seq., and the Rules of the Health Services and Development Agency,
that:

L]IQ.B[lq ges. Inc. , __Private Non-Profit

{Name of Applicant) (Facility Type-Existing)

owned by: _Life Bridges. Inc. with an ownership type of_Private Non-Profit
and to be managed by: _Life Bridges. Inc. intends to file an application for a Certificate of Need

for [PROJECT DESCRIPTION BEGINS HERE]:

This propasal requests the relocation of a 8 licensed bed ICF/IID home from 2601 Bower Lane, Cleveland, TN to 3745 Adkisson Drive,
Cleveland, TN. The estimated cost of the project is $585,000.

The anticipated date of filing the application is: _May 2 e e , 20 16
The contact person for this project is __Allen Nope Director of Day Services
(Contact Name) {Title)
who may he reached at: Life Bridges, Inc. P.0. Box 29
{Company Name) (Address)
Clevsiand N 37364 (aggy [ 321:08%9
(&) T (Glate) “{Zp Code) Ffea Code / Phone Number)

Upon written request by interested parties, a local Fact-Finding public hearing shall be conducted.
Written requests for hearing should be sent to:

Health Services and Development Agency
Andrew Jackson Bullding, 8" Floor
502 Deaderick Street
Nashvllle, Tennessee 37243

The published Letter of Intent must contaln the following statement pursuant to T.C.A. § 68-11-1 607(c)(1). (A) Any
health care institution wishing to oppose a Certificate of Need application must file a written notice with the
Health Services and Development Agency no later than fifteen (15) days before the regularly scheduled Health
Services and Development Agency meeting at which the application is originally scheduled; and (B) Any other
person wishing to oppose the application must file written objection with the Health Services and Development
Agency at or prior (o the consideration of the apelication Y (e AGENY: & o = wmrr = = s = = mn
HF50 (Revised 01/09/2013 — all forms vrior to this date are nhsolete)



RULES
OF
HEALTH SERVICES AND DEVELOPMENT AGENCY

CHAPTER 0720-11
CERTIFICATE OF NEED PROGRAM — GENERAL CRITERIA

TABLE OF CONTENTS

0720-11-.01 General Criteria for Certificate of Need

0720-11-.01 GENERAL CRITERIA FOR CERTIFICATE OF NEED. The Agency will consider the
following general criteria in determining whether an application for a certificate of need should be granted:

(1) Need. The health care needed in the area to be served may be evaluated upon the following factors:

(2)
(b)
(©)
(d)
(e)

®
(2)

The relationship of the proposal to any existing applicable plans;
The population served by the proposal;

The existing or certified services or institutions in the area;

The reasonableness of the service area;

The special needs of the service area population, including the accessibility to consumers,
particularly women, racial and ethnic minorities, TennCare participants, and low-income
groups;

Comparison of utilization/occupancy trends and services offered by other area providers;

The extent to which Medicare, Medicaid, TennCare, medically indigent, charity care patients
and Jow income patients will be served by the project. In determining whether this criteria is
met, the Agency shall consider how the applicant has assessed that providers of setvices which
will operate in conjunction with the project will also meet these needs.

(2) Economic Factors. The probability that the proposal can be economically accomplished and
maintained may be evaluated upon the following factors:

(@)
(b)
(c)
(d)
(e)
(B

Whether adequate funds are available to the applicant to complete the project;

The reasonableness of the proposed project costs;

Anticipated revenue from the proposed project and the impact on existing patient charges;
Participation in state/federal revenue programs;

Alternatives considered; and

The availability of less costly or more effective alternative methods of providing the benefits
intended by the proposal.

(3) Contribution to the Orderly Development of Adequate and Effective Healthcare Facilities and/or
Services. The contribution which the proposed project will make to the orderly development of an
adequate and effective health care system may be evaluated upon the following factors:

November, 2005
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(Rule 0720-11-.01, continued)

(2)

®
(c)

(d

The relationship of the proposal to the existing health care system (for example: transfer
agreements, contractual agreements for health services, the applicant’s proposed TennCare
participation, affiliation of the project with health professional schools);

The positive or negative effects attributed to duplication or competition;

The availability and accessibility of human resources required by the proposal, including
consumers and related providers;

The quality of the proposed project in relation to applicable governmental or professional
standards.

(4) Applications for Change of Site. When considering a certificate of need application which is limited
to a request for a change of site for a proposed new health care institution, The Agency may consider,
in addition to the foregoing factors, the following factors:

(a)

(b

©

Need. The applicant should show the proposed new site will serve the health care needs in the
area to be served at least as well as the original site. The applicant should show that there is
some significant legal, financial, or practical need to change to the proposed new site.

Economic factors. The applicant should show that the proposed new site would be at least as
economically beneficial to the population to be served as the original site.

Contribution to the orderly development of health care facilities and/or services. The applicant
should address any potential delays that would be caused by the proposed change of site, and
show that any such delays are outweighed by the benefit that will be gained from the change of
site by the population to be served.

(5) Certificate of need conditions. In accordance with T.C.A, § 68-11-1609, The Agency, in its discretion,
may place such conditions upon a certificate of need it deems appropriate and enforceable to meet the
applicable criteria as defined in statute and in these rules.

Authority: T.CA. §§ 4-5-202, 68-11-1605, and 68-11-1609. Administrative History: Original rule filed August
31, 2005, effective November 14, 2005.

November, 2005
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MEMORANDUM

TO: Melanie Hill, Executive Director
Health Services and Development Agency

FROM: Theresa Sloan, Assistant Commissioner and General Counsel; ‘1\(\91\990\ _l)\c‘?'ﬂw .
Tennessee Department of Intellectual and Developmental Disabilities

DATE: August5, 2016

RE: Addendum to Review and Analysis of Certificate of Need Application
Life Bridges, Inc. CN1605-017

Pursuant to, and in accordance with, Tennessee Code Annotated (TCA) § 68- 11- 1608 and Rules of the
Health Services and Development Agency including the Criteria and Standards for Certificate of Need
(2000 Edition, Tennessee's Health Guidelines for Growth, prepared by the Health Planning Commission)
[hereinafter Guidelines for Growth], staff of the Tennessee Department of Intellectual and Developmental
Disabilities (DIDD) the licensing agency, have reviewed and analyzed the above-referenced application for
a Certificate of Need on June 15, 2016. Subsequent to the submission, DIDD was informed by HSDA that
based on changes to § 68-11-1608 that the review and analysis must now also include a look whether the
proposed CON provides “Health Care that Meets Appropriate Quality Standards”

If there are any questions, please contact me at (615) 253-6811

cc Debra K. Payne, Commissioner, DIDD
Jordan Allen, Deputy Commissioner, DIDD
John Craven, ETRO Director, DIDD
Lee Vestal, Director of Risk Management and Licensure, DIDD

ADDENDUM TO THE REVIEW AND ANALYSIS CERTIFICATE OF NEED APPLICATION
# CN 1605-017

Health Care that Meets Appropriate Quality Standards

Pursuant to, and in accordance with, Tennessee Code Annotated (TCA) 8 68-11-1608 and Rules of the
Health Services and Development Agency including the Criteria and Standards for Certificate of Need
(2000 Edition, Tennessee's Health Guidelines for Growth, prepared by the Health Planning Commission)
[hereinafter Guidelines for Growth], staff of the Tennessee Department of Intellectual and Developmental
Disabilities (DIDD), the licensing agency, have reviewed and analyzed the application for a Certificate of
Need submitted by Mr. Diana Jackson (CEO of Life Bridges, Inc. ) on behalf of Life Bridges, Inc. to relocate

Office of General Counsel « Citizens Plaza « 400 Deaderick St 10" Floor « Nashwille, TN 37243
Tel: 615-253-3800 - Fax: (15-253-7996* TN.gov/DIDD



DIDD Report
CON Application #CN1605-017
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a six bed Intermediate Care Facility for individuals with Intellectual Disabilities (ICF/IID) from 2601 Bower
Lane, Cleveland, TN to 3745 Adkisson Drive, Cleveland, TN. The Adkisson Drive location is a current ten
bedroom residential habilitation home serving seven individuals. These seven individuals will be moved
into smaller supported living homes in the community and six persons currently living at a licensed
institutional habilitation facility on Bower Lane will be moved to the Adkisson Drive home. This
addendum will specifically address the criteria of Health Care that Meets Appropriate Quality Standards.

Health Care that Meets Appropriate Quality Standards

Life Bridges Inc., is a long standing provider in Tennessee of both ICF/IID services and Home and
Community Based (HCBS) Waiver services. During the years of operation of Life Bridges, Inc., in
Tennessee, they have continued to meet the Quality Standards of providing both ICF/IID and HCBS
services as evidenced by both their ICF survey and DIDD Quality Assurance surveys respectively. Both the
ICF survey and the Quality Assurance survey reflect that Life Bridges, Inc., is operating to the standards
established by the Centers for Medicare and Medicaid Services. Life Bridges, Inc., also has taken part in
person centered planning trainings and has attained CARF accreditation through January 31, 2019. Life
Bridges, Inc., is also in good standing with DIDD’s licensure for both ICF/IID and HCBS. Life Bridges, Inc.,
through their contract for ICF/IID services with TennCare must also adhere to DIDD's Protection from

Harm system in reporting all allegations of abuse, neglect, and exploitation to DIDD and is meeting these
standards and requirements.

C: CONCLUSIONS:

The Department of Intellectual and Developmental Disabilities (DIDD) is the agency responsible for
licensing Mental Retardation Institutional Habilitation Facilities, which provide ICF/IID service and is also
the department that is responsible for the provision of services for individuals with intellectual disabilities.
Therefore, DIDD as the experts in the field of intellectual and developmental disabilities has reached the
following conclusion regarding this Life Bridges, Inc., Certificate of Need application for relocation of a six
bed ICF/IID facility in Bradley County to serve six individuals being relocated from another Life Bridges,
inc., ICF/IID facility in Bradley County.

As noted in the previous memo of June 15, 2016, DIDD supports this application for a CON for Life Bridges
Inc., and believes that they meet the criteria for approval of their CON application in regards to need,
economic feasibility and contribution to the orderly development of health care. Based upon the above
information, DIDD also believes that Life Bridges, Inc., meets the fourth criteria for approval of their CON
application, Health Care that Meets Appropriate Quality Standards. Life Bridges, Inc., has demonstrated
during their time as a provider of both ICF/IID and HCBS services that the services provided have meet all
applicable quality standards of both state and federal regulations and have earned CARF accreditation for
the services they provide.

In conclusion, the Department of Intellectual and Developmental Disabilities supports approval of Life

Bridge's Inc's Certificate of Need application for the relocation of a six bed ICF/IID in Bradley County
Tennessee.

Office of General Counsel » Citizens Plaza + 400 Deaderick St 10™ Floor « Nashville, TN 37243
Tel: 615-253-3800 + Fax: 6£1%-253-7996+ TN.gov/DIDD



